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A. SUmmary

The Plat+ Kita Child Surviva Project is located in the southeastern section of Kita
digtrict in southern Madli. The project targets 52,091 women of reproductive age, 10,418
infants 0-11 months and 36,464 children ages 1-4. Plan has been working in the region
sgnce 1994 in aress of integrated hedth and development. It has been working with the
same project NGO partner, ARAFD/C, during this time. According to the 1996 DHS,
infant mortality is 135 per 1000 live births and child mortaity is 259 per 1000. Principa
causes of degth are mdaria, diarrhea and meades with underlying complications
attributed to manutrition. Utilization of health services was extremdy low, (8%). The
program approach is to strengthen and improve the qudity of the existing hedth care
system. This approach comprises two drategies: (1) Training and building the capecity of
health personnd and supporting community health committees (ASACOs) in order to
increase utilization of hedth care services, and (2) Supporting implementation of IMCI
skillg training in the CSComs. The project’ s four intervention areas are reduction of
morbidity and mortality associated with M alaria (35%), reduction of morbidity and
mortdity through control of Diarrheal Disease (20% ), increasing immunization
coverage (35%) in the digtrict for children and pregnant women , and reduction of
morbidity and mortaity associated with Pneumonia (10%).

As can be seen from the LQAS results achieved in year 3, the project is making
substantial progress towards achievement of its objectives. The project has either
surpassed or achieved mogt of its year 3 objectives. It has been particularly successful in
increasing immunization coverage. The percentage of fully vaccinated children in Kita
digtrict increased from 30 percent at the basdline to nearly 70 percent at the November
LQAS. Other notable achievements include the strengthening of the CSCom hedlth
committee or ASACOs managemert capabilities. For the first time, project CSComs are
now able to fully support the hedth center saffs and maintain regular supplies of
essentid medicines. These achievements are due to improved ASACO management
skills, improved quality of care through IMCI training and increased community
mobilization activities through village relays and Village hedth Committees.

The main concerns (congraints) revolve around whether the communities and CSComs
will be able to maintain the levd of hedth achievements after the project phases out of
their areas. Al actors believe that the phase-in/ phase-out period (2 years) is too short.
To address this, the project is proposing to conduct an evaluation of the CSComs that
have been phased out of and make recommendations for follow-up strategies. Other
congraints concern the lack of anticipated support from PIDRIK for building and
equipping of 10 CSComsin the district, which was to complement CS project support.
Thiswas to have occurred &t the beginning of the project and athough the support is il
promised, so far it has not arrived. Plan and the MOH are addressing the shortfal by
contributing extra resources, but there is a question as to whether the project will be able
to reach and strengthen all 26 CSComs as planned.

The CS Project has done an impressive job of strengthening the skills and capacities of
digrict hedth saff through training. The IMCI training has been particularly well



received and has greatly improved the qudity of care a the hedth centers. The project
has dso supported immunization efforts through transportation assstance and fuel. The
project has also provided equipment for dl project CSComs. The CSCom hedlth
committee (ASACO) management sKkills have aso been strengthened through the project,
as have the village health committees. The project has also grestly improved the skills of
the NGO partner Saff in the areas of community mobilization.

The conclusions, challenges and recommendations are discussed below:
Conclusons

Successes
Asnoted in the LQAS results, the project is making good progress in achieving its
projected results. It has dready either met or surpassed most of its year 3
objectives. Perhaps the biggest successis the achievement of dmost 70 percent of
children who are fully vaccinated. The recognition of this achievement on the
part of the MOH is a huge indication of the project’s success. Prior to project
initiation, the MOH had targeted Kita Didtrict as having the worst immunization
levelsin the country. Now they are sending a team to verify the resultsand are
using it asamode for other didtricts.
The project has aso achieved tremendous success in mobilizing communities to
use hedth services. The rdays, animators and VHCs have been very effectivein
mohbilizing their communities to seek care and preventive services, especidly
immunizations and prenatd care. The number of referrds by village rdlays
increased from 27 in 2003 to 118 in 2004. The project saff have aso been
innovative in hdping hedth center saff bring servicesto the villages. This has
been by supporting the work of the CSCom vaccination staff and by encouraging
the matrons to accompany them and offer prenatal consultations in the villages a
the same time.
Another contribution has been the strengthening of the management skills of the
ASACOs. Every ASACO visted had its accounting and bank booksin order.
Also, every ASACO was able to meet itsfinancia obligations of supporting the
sdaries of the CSCom daffs. Given the poverty of the region, thisisa
commendable achievement and may be the only country/ region where loca
government hedlth services are completely supported by community congtituents.
The project has done agood job of developing a community-based hedlth
information system. There is good evidence that the information is being used by
the communities and CSComs for planning and for making hedlth care decisions.
The IMCI training that was ingtigated by the project, has grestly improved the
qudity of care a the CScoms. The health staff are now able to perform broad
diagnosis of child illness and provide counsdling for caregivers. Thisimproved
qudity of care seemsto be partidly respongble for theincrease in vidts for
Services.
Plan has done a good job of strengthening local partner technical capacities. The
locd NGO saff now possess hedth and mobilization skills that they are ableto
usein other aress.



Despite the unavailability of the origindly planned support, the project has been
able to meet dl the designated equipment needs for the project CSComs and
provide materia support for outreach activities.

Challenges

One of the biggest issuesis the sustainability of program inputs and whether the
phase in/phase out timdline istoo short. The project has achieved tremendous
success in getting people to use preventive and curative services. All the project
inputs such as IMCI training of providers, formation of relays and VHCs and
corresponding community mobilization activities, and strengthening of the
ASACOs 50 they can fulfill their management mandate, have contributed to the
increase use of services and the sdlf-sufficiency of the CSComs. The question is
whether the ASACOs, VHCs and relays are sufficiently capable at this point to
continue CSCom support activities on their own. Thereis concern that the
organizationa support structures are not in place yet for them to do this.

It is clear that the rdlays need alot of motivation to continue their activities. They
are asked to maintain 7 regidtries, organize meetings, follow-up on referrals,
mobilize villages for immunizations, and generdly address hedth issuesin the
villages. The project animators who live in the area are doing a good job of
training and motivating them but once the project phases out, they will no longer
dothis.

The project has had to work around the fact that PIDRIK has not come through
with the promised constructing and equipping of 10 CSComs for the district
hedlth system. Plan and the CSRef have been able to come up with some extra
resources but it is unclear whether they will be able to fully equip and construct
al 26 CSComs as planned.

The project has done agood job of working with community HC and relays and
training them in areas of community mobilization and in the hedth intervention
aress. However, thereis gtill work to be done in the areaof IEC/ BCC. Many
villagers are till unaware of proper care related to CDD, such as exclusive
breastfeeding and handwashing. Likewise some villages are very aware of malaria
prevention and use of bednets while others are not as attuned. The project lacks an
overarching BCC drategy that targets specific behaviors and includes specific
communication interventions. The project isadso lacking in IEC materids that

the relays and animators could use to reinforce health messages. In the DIP the
project had planned to develop materials but was unable to with the budget
adjustments.



Given the difficult roads and the large distances to be traveled, particularly with
the 5 new CSComs that are located at the other end of the digtrict, the project staff
will need significant travel time and vehicle support for supervison and support
activities. Thiswill infringe on the vehicle support aready required for on-going
monitoring activities in the current project aress. In addition, the motorbikes that
the animators use are dmost worn out and require significant repairs.

Recommendations

The project should conduct an evauation of the CSCom areas that it has phased
out of to see how well the hedlth agents, ASACOs, VHCs and relays are doing in
managing the hedth activities without project support. If there are problems then
the project should take steps to address them in atimely manner.

In order to strengthen the sugtainability of the relays, the evauation team
recommended that the Chef du Post become the supervisor of the relays and their
activities. This could be done a the time of regular outreach visitsto the villages
and/or through monthly meetings of dl the rdlays a the CSCom. There are some
adminigrative arrangements that need to be made in order for the CDP to
supervise the village relays but once thisis done there would be a system in place
for on-going supervision of village hedth activities. This could gart by having the
CSCom team and the animators conduct joint team supervisonsin the
surrounding villages. Then after the animators leave, the supervison sysem
would bein place. This would strengthen the sustainability of relay and village
heath committee activities. The on-going supervision of the relays would aso
grengthen their motivetion, particularly if they were seen as working with the
chef du Post who is very respected in the area. The evauation team dso
recommended that the project saff and district hedth staff attend quarterly
supervison mesetings done a the CSComs. Their presence would encourage the
other actors (ASACOs, CSCom staff, VHCs and relays) to attend and get
involved in the process. They dso pointed out that if the digtrict staff were there,
there would be more likelihood that the mayors would participate in the relay
supervison meetings. Thisisimportant given that the mayors have accessto their
own source of funds and would be more likely to spend them on rdlay activities if
they were involved in their management.

If PIDRIK comes through with funding this year for the congtruction of the 10
CSComs that they are promising, then the project needs to work with them and
the MOH to see how to equip the facilities and carry out the corresponding
community activities with the limited project resources. If PIDRIK does not come
through with the anticipated funding, then the project needs to decide how many
more CSComsiit can redigticaly work with by the end of the project. Oncethe
CS project has the results of the CSCom phase-out evauation discussed above, it
will be able to decide whether it should put more resources into new CSCom



aeas or if it should devote them to strengthening the sustainability of the old
ones.

Recommend that the project contract a short term BCC consultant to help them
design a drategy that includes behavior change targets and Strategies aswell as
awareness rasing communications activities. 1t would be useful to employ more
entertaining culturd formats that could be used to create interest in the villages
such as stories, songs, street theater, and other methods.

The CS project needs to follow through on its origind plan to acquire and/or
develop |EC materidsthat are appropriate for the target audiences. The hedth
messages need to be reinforced through support materids. Also the materids
would help the relays with their educationa tasks.

If resources permit, the project should consider acquiring another vehicle for the
work in the new CSComs in the far northern section of the digtrict. It should dso
consder replacing some of the worn out motorbikes being used by the animators.

In order to strengthen some of the intervention activities, the project should
consder providing breastfeeding technical assistance to improve technique and
promote exclusive breastfeeding in the communities.

Action Plan
II1. Action Plan
Recommendation Steps that need to be Actor who Timdine By
taken to effectively will be when each
address recommendation | responsible sep shal
for each step have been
accomplished
The project should conduct an 1) Develop TOR of the 1) Dr January 05
evauation of the CSCom areasthat it urvey Bagayoko
has phased out of to see how well the PSE
health agents, ASACOs, VHCs and 2) ldentify the Coordinator
relays are doing in managing the inditution, which will March 05
hedth activities without project carry out the survey and
support. If there are problems then the negotiate a contract for 2) Dr
project should take steps to address carrying out the survey Aguibou
them in atimey manner. Coulibady
3) Organize aworkshop
for the vaidation of the April 05
protocol before the
darting of the survey.
3) Dr




Bagayoko

2. In order to strengthen the
sudanability of the rdlays, the
evauation team recommended that the
Chef du Post become the supervisor of
the rlays and their activities. This
could be done at the time of regular
outreach vigtsto the villages and/or
through monthly mestings of dl the
relays a the CSCom. There are some
adminidrative arrangements that need
to be made in order for the CDP to
supervise the village relays but once
thisis done therewould be asystemin
place for on-going supervison of
village hedth activities. This could
sart by having the CSCom team and
the animators conduct joint team
supervisonsin the surrounding
villages. Then &fter the animators
leave, the supervison system would be
in place. Thiswould strengthen the
sudtainability of relay and village
hedth committee activities. The on-
going supervison of the rlays would
aso srengthen their motivation,
particularly if they were seen as
working with the chef du Post who is
very respected inthe area. The
evauation team aso recommended
that the project staff and didtrict hedlth
daff attend quarterly supervision
mestings done at the CSComs. Their
presence would encourage the other
actors (ASACOs, CSCom ¢taff, VHCs
and relays) to attend and get involved
in the process. They also pointed out
thet if the digtrict Saff were there,
there would be more likelihood thet
the mayors would participate in the
relay supervison mestings. Thisis
important given that the mayors have
access to their own source of funds
and would be more likdly to spend

1) Make adminigrative
arrangements (making
memorandum of
understanding, entering
of the supervison
respongbility in the job
description of heads of
post)

2)Define and negotiate
the implementation of a
mechaniam of joint
supervison of hedth
adtivitiesin villages
with aschedule of
implementation and
budget

3) Develop and
negotiate the
implementation of a
plan of organization of
meetings with actors
(mayor, CSREF, PSE
team)

1) Head of
district hedlth
center

2) Hlie
Coulibay
Respongble
for SE
Monitoring
and
Evduation

3) Dr
Souleymane
Bagayoko

January 05

January 05

February 05

10




them on rday activitiesif they were
involved in their management.

3. If PIDRIK comesthrough with
funding this year for the congtruction
of the 10 CSComs that they are
promising, then the project needs to
work with them and the MOH to see
how to equip the facilities and carry
out the corresponding community
activities with the limited project
resources. If PIDRIK does not come
through with the anticipated funding,
then the project needs to decide how
many more CSComsit can
redigticaly work with by the end of
the project. Oncethe CS project has
the results of the CSCom phase-out
evauation discussed above, it will be
able to decide whether it should put
more resources into new CSCom areas
or if it should devote them to
grengthening the sugtainability of the
old zones.

(We purpose to reformulate this
recommendation as below dueto the
fact that the extension of the project is
no longer linked to PDRIK)

On the basis of the results of the
CSCom Phase out study as
recommended above, determine with
the ministry of hedth and the other
partners if more resources must be put
into new hedth zones or if these must
be devoted to reinforce the
sudtainahility of the old zones.

See Action plan
Recommendation 1
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4. Recommend that the project 1) Deveop terms of Dr Bagayoko | March 05
contract a short term BCC consultant reference of the
to help them design a strategy that consultation and plan
includes behavior change targets and finendd resources for
drategies aswell as awarenessraising that purpose
communications activities. 1t would
be useful to employ more entertaining 2) Identify the Dr Bagayoko | March 05
culturd formats that could be used to consultant and get the
cregte interest in the villages such as protocol of agreement
stories, songs, street theater, and other sgned
methods.
3) Designing drategy Consultant May 05
and train actors of the (under the
implementation upervison of
Dr Bagayoko
5) The CS project needs to follow 1) Fanfinancd Dr Bagayoko | May 05
through on its origind plan to acquire resources for the
and/or develop IEC materidsthat are acquigition of adequate
appropriate for the target audiences. supports
The health messages need to be
reinforced through support materids. 2) Make census of Dr StaSidibe | Jun05
Also the materids would help the exiding IEC materids at
relays with their educationd tasks. thelevel of CNIECS
and ensure the obtaining
of more.
3) Put IEC materids at Dr StaSdibe | Jun05
the digposal of actors
(animators and Relays)
6) If resources permit, the project 1) Panfor the PUM Kita
should congder acquiring another purchasing of avehicle February 05
vehicle for the work in the new and motorbikes for the
CSComsin the far northern section of project
the digtrict. It should also consider
replacing some of the worn out
motorbikes being used by the
animators
7) In order to strengthen some of the 1) Onthebasisof the
intervention activities, the project resultsof LQAS survey, | Dr Bagayoko | January 05

should consider providing
breastfeeding technica assstance to
improve technique and promote
exclusive breestfeeding in the

Identify communities
wherethereisless
breast-feeding and work
with partners (NGOs) to

12




communities. develop aspecid action
plan to promote
exclusive breast-feeding
in these communities

2) Conduct a

communication NGOs (under | February 05
campaign targeting the

behavior change on supervison of

breast-feeding in these Dr Bagayoko)

communities

3) Evaduate action of
the campaign August 05
Elie Coulibdy

B. Assessment of Progresstoward Program Objectives

B.1. Technica Approach

Overview

FAan Internationd isimplementing a five-year Child Surviva project in partnership with
the Mdi Minigry of Hedth, ARAFD/C —aloca consortium of NGOs, and local
municipditiesin Kita Digtrict, located in the southeastern part of Kayes Region, in the
republic of Mdli. Kita stotal population in 2001 was estimated at 315,520 people of
whom the project will cover 260,458 people by its fifth year. Estimated beneficiaries
include: 52,091 women of childbearing age, 10,418 infants ages 0-11 months, and 36,464
children ages 1-4 years. Plan has been working in Kita District since October 1994,
carrying out integrated hedlth and hygiene, reproductive hedth, education, water and
sanitation, environment, and micro-credit activities. It has been working with the local
NGO partner, which has extensive experience in training and delivery of hedth
messages. Hedth indicators for Kayes Region and Kita Digtrict lag behind those of Mdli
asawhole. According to the 1996 DHS, infant mortdity in Kayes was 135/1000 and
under-five mortality was 259/1000. The mgor causes of death of children in Kayes
region are maaria, ARI, diarrhea, manutrition and meades.

Chalenges to hedth of women and children include: poor road conditions and long
distances to hedth centers, the insufficient number of first level hedth centers (only ten
of the currently proposed 46 hedlth centers are functiond), inadequate qudity of heglth
services provided due to insufficient training of personnel, and low income and
purchasing power of the population, combined with high user fees of hedth centers.
Utilization of hedth centersisvery low (around 8% of the eigible population) and
traditiona hedlers are often sought for medical advice before hedlth care providers.
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The program gpproach is to help strengthen the existing hedlth care system and improve
quality of services. This gpproach comprises two strategies: (1) Training and building the
capacity of hedth personnel and supporting community health committees (ASACOs) in
order to increase utilization of hedlth care services, and (2) Supporting IMCI
implementation in CSComs. The four interventions are: i) Mdaria (35%): Reduction of
mortality and morbidity associated with maariain children and pregnant women, through
prevention education, promotion of use of impregnated bed nets, improved treatment of
maaria, and prenatad chemo-prophylaxis. ii) Diarrhea (20%): Reduction of diarrhea
associated mortaity and morbidity through a) teaching and promoting prevention
measures in the home, b) strengthening mothers' capacity to recognize and provide home
treatment for mild diarrhea with fluid and dietary management, and c) srengthening
mother’ s capacity to identify signs of moderate and severe diarrhea, know sources of
care, take the child for care, and comply with hedth provider recommendations. iii)
Immunizations (35%): Increased immunization coverage in the program areafor al
infants by the end of the first year of life, and tetanus toxoid (second dose) immunization
for pregnant women, increased mead es vaccination (incuding twice yearly vitamin A)
and prevention of meades-caused diarrhea and death. And iv) Pneumonia (10%):
Reduction of pneumonia-associated mortaity through prompt, appropriate and
standardized pneumonia case management, a sustainable supply of antibiotics at the
hedth centers (CSComs), prompt recognition by relays of pneumoniasigns (fever, fast
breathing) and referra of suspected casesto the nearest hedlth center, and appropriate
mothers care-seeking behavior.

B.1.b. Progress by Intervention Area

As can be seen from the table below recording key LQAS results achieved in year 3, the
project is making substantial progress towards achievement of its objectives. As
demonstrated, the project has either surpassed or achieved mogt of its year 3 objectives.

Table 1 : Evolution of indicators inthe Kita project zone, June 2004
Indicators Yr 3% Results Results Nov. | Results
Objective | Mars 03 | 03 June 04

Children t hat have an 65 68.42 86.84 90.73
immuni zation card

Children ful | y vacci nat ed 65 33.55 50.00 69.54
Women with a consul tation 40 59.21 83.55 84.87
car d/ booklet

Wonen having att ended at least | 40 29.61 53.02 55.92
three ante-natal consul tations

Wonen having takeniron fdic 75 58.55 76.32 79.61
acidduringlast pregnancy

Wonen having t aken chlor oquine | 70 65 81.58 82.23
during | ast pregnancy
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Indicators Yr 3% Results Results Nov. | Results
Objective| Mars 03 | 03 June 04

Wonen having received at least | 40 35 32.89 78.95

two doses of ATV

Wonen having been attended by | 75 75 5461 65.13

atrainedworker duringchildbirth

Wonen having t aken Vit. A within| 35 - 8.55 40.13

40 days after childbirth

Child having slept under an 30 20 6.25 22.45

impr egnat ed bednet

Wonmen knowing 2 signs 50 45 67.10 90.59

indi cating a child needs care

Childr en who when sick recei ved | 50 40 82.95 68.53

at | east the same anount, or

more, todrink as usual

Childr en who when sick recei ved | 50 45 43.72 50.34

at | east the same anpunt, or

more, toeat as usual

Women knowing howt o describe | 50 40 35.09 77.14

CRS pr epar at ion

Immunization (35%): God: To increase immunization coverage in the program area for
al infants by the end of the first year of life, and tetanus toxoid (second dose)
immunization for pregnant women, increased meades vaccination (including twice yearly
Vitamin A) and prevertion of meedes-related diarrhea and desth.

Perhaps the biggest achievement of the project to date has been its high leve of
vaccination coverage. With dmost 70 percent of the children in the didtrict completely
immunized, the project is close to achieving its overal objective of 80 percent. The Kita
digtrict was seected for this project because it had the lowest immunization levelsin Mdli
and was of great concern to the MOH. If they do achieve 80 percent coverage, Kitawill
be the only didrict in Mdi to do so. To achieve thisrecord level, the project has gone
beyond working in the designated 13 CSComs (hedlth center areas). Because the Didtrict
Hedlth System does not have CSComsin 30 areas, the project agreed to support
additiond vaccination posts and support for mobile teams and CBOs in these 30 aress.
The project covered al codts related to continuous operation of the cold-chain sysem and
supported maintenance and repair of cold-chain logistics. The MOH is sending ateam to
vdidate the LQASfindingsin early 2005. If their results concur with the LQAS findings,
Kitawill be the digrict with the highest immunization rates in Mdi and the MOH will be
using it asamode.

According to the DIP, the MOH rate for fully vaccinated children in the Kayesregionin
2001 was 13.5 percent. Also only 40 percent of women had received two doses of anti-
tetanus vaccine during their last pregnancy. Aswe can see, the rate is now 78 percent in
the Kita digtrict. 1ssues aso revolved around availability of vaccination cards, now close
to 91 percent of children have them.
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The project followed the strategies planned in the DIP in order to improve immunization
coverage. Working with the MOH and ASACOS, they established the monthly outreach
services with associated communities, supported bi-annua meades campaigns, ensured
that quality vaccines were administered and provided training to CSCom heslth workers,
particularly the vaccination staff.

Malaria (35%): GOAL: To reduce mortdity and morbidity associated with mdariain
children and pregnant women, through prevention education, promotion of use of
impregnated bed nets, improved trestment of maaria, and prenatal chemo-prophylaxis.

Madariaisthe primary cause for medical visits and causes 13 percent of deathsin Mdli.
One child in five dies of maaria before the age of five and has an average of 2 episodes
per year. According to community-based project data, malaria continues to account for
the bulk of childhood deaths. 226 out of 360 childhood degths (63%) in the project area
were attributed to malaria. The bulk of childhood deaths (237) 65% occurred in children
between 0-11 months of age. In depth investigation by the project revealed that most
malariarelated deaths occurred during the rainy seasons. This finding was vdidated by
the evaluation team when they visited local Sites and reviewed census data kept by the
relays and loca health committees. The project staff have used these findings to show
the locd hedlth committees the importance of using impregnated bed- nets during the
rainy seasons.

Although there is good evidence that the message about using bed-netsis reaching the
communities, there are still anumber of traditiona bliefs that influence behavior in this
regard. Evauation team member were told that maariawas not found in rurd aress, only
in cities. Others stated that the nets were inconvenient to use, among other things.

The numbers of referrals have increased. There is documentation that in the second year,
27 referras were made from communities to CSComs and in year 3 thisincreased to 118.
The evaluators noted that many referrds were made by the relays for maaria treatment at
the CSComs. Thisis an indication that the relays and animators are getting the message
out to mothers to send children with fever to the hedlth centers, and that thisis being done
at early stages of disease. Thereis aso evidence that the IMCI training provided to the
CSCom daffs has dramatically improved the qudity of care offered at the centers and
thus improved access.

Although the project has not developed an on going cost recovery program for bed- nets,
they have developed an innovative drategy with the CSRef to offer free bed-nets, made
available through UNICEF and Plary France, to fully immunized children and pregnant
mothers who attend prenatd care. This Strategy plus the relay mobilization activities are
contributing to increased use of nets. According to the November LQAS the use of nets
(34.4) isalittle above the objective for year 3 (30%) but it may be difficult to reach the
find program objective of 60 percent. During year 2 of the project, Plan distributed 1000
treated bed-netsto the initid 8 CSCom villages. The nets were sold at low cost and the
funds used to support the loca hedth committees.

16



During year two the project partner NGO, ARAFD/C trained community health workers
(Relays) and produced a module adapted to their educationd levels. Thetraining
included information on the four intervention areas including malaria prevention,
recognition, referra and trestment follow-up. The relays also promote presumptive
trestment for pregnant women.

Diarrhea (20%): Goal: To reduce diarrhea associated mortality and morbidity through
a) teaching and promoting prevention measures in the home, b) strengthening mothers
capacity to recognize and provide home trestment for mild diarrhea with fluid and dietary
management, and ¢) strengthening mother’ s cgpacity to identify signs of moderate and
severe diarrhea, know sources of care, take child to care, and comply with health provider
recommendations.

To date, the project has supported training for CSCom hedlth workers and community
health workersin diarrhea management. These courses have been part of the genera
training given to community health workers (relays), community health associations
(CBOs) and to government hedlth center staffs. The training includes the four
intervention areas plus clinica and community IMCI training. As aresult of the training,
the government hedlth workers, community health association workers, and NGO staff
organized and conducted education sessons for mothers and community hedlth workers
(relays). The training enables these groups to recognize uncomplicated cases and treat
gppropriately a home with fluids and ORS, and to refer children presenting danger signs
to the appropriate hedlth centers. All of the government hedlth staff have been trained in
IMCI which includes diarrhea case management and treatment.

According to the LQAS data, the project is on track with some of the diarrhea related
indicators and not yet so with others. According to the November LQAS, 26 percent of
mothers (target 40%) were exclusvely feeding their O to five month old babies. Given
the difficulties of convincing mothersto exclusively breastfeed, it may be difficult to
achieve the 60 % end of project goa without additiond training and motivation. The
evauation team noted that while the mgority of mothers breastfeed, they are not using
gppropriate latching-on techniques and did not seem to understand the importance of
exclusive breastfeeding.

The women interviewed during the team eva uation in the villages gppear to have a good
understanding of methods for preventing diarrhea. They know that hand washing is
important and when to do it but according to the LQAS, avery smdl percentage of
women (.8%) are actudly washing their hands before food preparation. The project saff
indicated that the reason this was so low was because many women do not wash with
water but use ash or other loca products to clean their hands.

According to the June O4 LQAS, 68.5 percent (target 50%) of children are receiving the
same amount or more fluids when they are sick and 50 (target 50%) percent received the
same amount or more food than usud. It was noted during the evauation team field
interviews that although many women understood the importance of giving fluids during
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diarrheaand how to prepare ORS or home fluids, most preferred to treet their child with
antibiotics because it stops the diarrhea.

So dthough the project is making progress in diarrhea home management, it seemsthere
ismore to be done in the education of community members about exclusve
breastfeeding, hand washing and the importance of fluids and food during diarrhea
episodes.

Pneumonia Case Management (10%): Goal: To reduce pneumonia associated
mortality through prompt, appropriate and standardized pneumonia case management
(IMCl), asugtainable supply of antibiotics at the CSComs, prompt recognition by relays
of pneumonia signs (fever, fast breathing) and referra of suspected cases to the nearest
health center and appropriate care-seeking behavior.

As part of the project’ straining program, al hedth facility staff have been trained in
pneumonia case manegement through the IMCI program. In addition, community IMCI
training has been beneficid in educating mothers and relays on recognition of danger
sgns. The mothers knowledge and recognition of fever and fast breathing and hedth
care seeking behavior have sgnificantly improved (68%) over basdline (30%) indicating
that the training and education activities are effective. As aresult the numbers of referrds
to CSComsfor fever are seadily increasing. Approximately 60 percent of hedlth center
g&ff have been trained to recognize and treat respiratory problems and know when to
refer severe cases to the district hospital.

Asaresult of project work with the CSComs and ASACOs, the evaluation team noted
that al the pharmacies at the CSComs were stocked with the essentid medicines and
were able to appropriately account for and order medicines asrequired. There were no
complaints about shortages. Thisis adefinite improvement as the DIP noted that most of
the CSComsin the didtrict did not have adequate supplies of medicinesto treat
pneumonia or other diseases.

Generdly, the CS project has followed the work plan outlined in the DIP. There have
been very few changes in the implementation.

Perhaps the one problem that was not anticipated in the DIP concerns the anticipated
support expected from PIDRIK (Projet de Developpement Rura Integre de Kita).
PIDRIK isacoordinating entity for afive-year rura development project that originated
out of the cotton industry and the needs of loca cotton producers, but is now backed by
the government of Mdli. It is funded by the government of Mdi, OPEC, Idamic
Development Bank of Mdi and CMDT, in the amount of 19 billion CFA. Inthe DIP it
was stated that PIDRIK would be working in severad development projectsin the Kita
areawhich would complement and support the CS project activities. Areasthat PIDRIK
would work inincluded literacy programs, agricultural development of lowland
floodplains, road and bridge development, 50 new wdls, and infrastructure. The CS
project and CSRef expected them to build and equip 10 CSComs in accordance with the
digtrict hedth and development plan. Unfortunately, this has not occurred. Each year
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PIDRIK has promised to build the 10 CSComs and they are saying they will do thisin
2005 but to date this has not occurred. For this reason, the project had to increase Plan’s
counterpart funding of the project and pull funds from some of the project areas in order
to work with the firg 8 CSComs. 1n 2005 they will begin working in 5 additional
CSComs. At this point the project is not sureif it will be able to reach dl 26 CSComs. If
PIDRIK comes through in 2005 with the congtruction of 10 CSComsthereis dtill a
guestion as to whether they will aso cover the costs for equipping the facilities.

B.2. Cross-cutting Approaches

B.2.a Community Mohilization

In genera the community mohilization activities are carried out by the ARAFD/C NGO
animators. One animator is assigned to each project CSCom. Origindly there were 13
animators but currently there are 5 who work with the current 5 project CSComs. An
additiond 5 have been hired to work in the new CSComs beginning in 2005. These
animators work with village relays and village committees to conduct mohilization and
education activities. Two relays are selected by each village to work with the project and
they receive on-the-job training from the animators. Each CSCom is responsible for
severd villages of varying Sizes.

Each animator received training on the project intervention areas. malaria, diarrhea,
pneumonia, immunization, community IMCI and MARP (survey methods). The
animators aso received finance and adminigtration training to facilitate work with the
ASACOs and help them organize and manage their budgets for the CSComs. They
believe that the work they do with the ASACOs has redlly made a difference. During the
fidd vigtsit was evident that the ASACOs were able to collect enough fees from clinic
vidtsto cover the sdaries of the CSCom personnel. This has been amgor achievement
intheregion. In fact 2004 was the first year that many of the ASACOs were able to meet
the sdary requirements. They were aso able to maintain supplies of essentid medicines
in dl the CSComs, which had not been the case at the time of the DIP. The ASACOs will
continue to be respongble for managing the CSComs after the project phases out. During
the evauation team visits, they seemed confident that they would be able to do this. They
demongtrated a good leve of understanding of the hedth problems facing the
communities. Theissue with the ASACOsistheir own sugtaingbility, they are sustained
by the fees paid by the village members and the villages don't dways participate. Also
the ASACO bhoard changes every three years, so there isaneed for re-training.

The animators and relays have been very involved in mobilization of community groups,
paticularly for immunizations. In fact, the digtrict’ s dramatic increase in vaccination
levelsis partidly credited to their mobilization efforts. They have formed and work with
women's groups and educate them about the intervention areas. Some of the animators
have recognized that men are the principa decision makers and have begun to work with
the men in the villages in order to address hedth issues. This has happened when they are
working with the women and discover that they can't afford to pay for the immunization
or maternity cards. In this case the animators and relays arrange meetings with the men
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in order to address this. They dso invite the mayor to these meetings. In addition they
have done generd activities such as community diagnosis and problem identification and
facilitated group consensus on solutions. In generd the animators felt that the training
had helped them become better mohilizers. They had learned new skills and techniques

for working with the villages.

The evauation team found that the communities visited redly liked the mohilization
work of the relays and the ASACOs. Also the relays have done a good job of keeping
track of village hedlth status through the censug regidiry activities, and informing the
village committees about problems that need to be addressed, such as high numbers of
malaria cases etc.

A mgor issueisthat there are not dways enough relays paticulaly in the larger villages
where two volunteers are not enough to cover dl the inhabitants and the village chief
may not wield enough influence to get the community to fully participate in heglth
activities.

Thereis a consensus among the animators and the evaluation team that it istoo early to
phase out of the community activities. There has been adday in the phase out of about 6
months but many fed that it is Hill too early to phase out. They fed that the communities
need more education inputs and follow-up activities.

There have been some issues regarding selection of rdays. Although the communities
select the relays according to the needs of the project, some of the relays have not
demonstrated the commitment necessary to carry out expected activities. In these cases,
the animators have had to bring the problems to the attention of the VHCs or village chief
and these then decide on replacements.

The animators interviewed aso think there may be problem in keeping the relays
motivated. Thereisalot of work expected of the volunteer relays who haveto fill out 7
registries and keep them updated on aregular basis. Thisrelay motivation issue isamgor
chdlenge for the animators. The relays do use the registries and reports and do follow-up
on the vaccinations and pre-nata visits with the families. However, when the animator
contracts weren't renewed for 4 months between June- September of 2004, and the
animators were not active in the villages, many relays stopped working. So the animators
do not think they will continue once the project phases out of the CSComs. However,
some villages have taken the work of the relays serioudy and in order to support them
have formed work groups to tend the relay’ s crops while the relay works on hedth
education in the village. Other CSComs are offering free hedlth care for the relays and
their families

The rdlays interviewed stated that they have received regular supervison and support
from the animators (at least 2 visits during the past 3 months). They were pleased with
the qudity of supervision recelved. The mgor issueis tha the animators, who are
supervised by the project, are not sufficiently integrated with the CSCom staff who are
supervised by the MOH. The evaluation team believes that for continuity, the relays need
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to be supervised by the CSCom staff. Then once the project phases out, the CSCom staff
will continue monitoring the relays. However, because the animators and relays have

been organized by the project, they do not fdl in the CSCom system of supervision and
50 far there has not been joint supervision.

B.2.b. Communication for Behavior Change

The key behavior change strategies employed by this project revolve around community
organization. When the project beginsin an area, ARAFD/C begins working with the
villages to put a5-member Village Hedth Committee (VHC) in place. The committee
then works with them to sdlect 2 people asrelays. The VHCs and relays are then trained
in dl the project intervention aress by the animators. This on-the-job training prepares
these two entities to do mobilization and I1EC activities, home vidits, and community
education sessions with the video projectors. Then the second part of the strategy is that
through the trained relays and VHCs, skills are transferred to the communities through
women's groups and other community forums.

Unfortunately the planned development and purchase of IEC materias has been ddayed.
The funds were used on other project activities. At the beginning of the project
ARAFD/C and the training coordinator were told that materials would be provided by the
project but unanticipated expenses caused the project to divert funding to other areas. To
date the project has provided video players and televisions to each of the CSComs but
they lack videos for them. Also the ASACOs have to provide fue for the generator in
order to run the TV/video. The NGO has asked the project for picture boxes, flip charts
and posters.

The methods employed for BCC include group discussion, videos, home vidts and
meetings assemblies. So far the project has not developed more entertaining formats
such as sKits, role plays, songs or story telling. For the most part the messages that are
delivered are technically accurate. The problem isthat the messages may not be reaching
everyone. To address this, the project began sgning agreements with locdl radio stations
in 2004 and the animators have been invited to speak about hedlth issues, though thisis
not done on aregular basis. In some ingances ARAFD/C has purchased time on locdl
radio or TV dations.

In order to influence behavior change, the project decided to locate the animatorsin the
CSCom village. They fdt that the animator was likely to be more influentid if they were
living in the arees.

Behavior change is measured generaly through the LQAS monitoring system used by the
project. They have been able to measure how many children are vaccinated, how many
pregnant mothers are seeking prenatal care, use of home-based fluids for diarrhea etc.
After the LQAS, dl the animators are convened by the project as well asthe village
chiefs and ASACO members, and informed of the results. In addition, the registries
maintained by the relays keep current information about heglth problems of children
under five and women of fertile ages. They aso record information about referrds to the
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HCsfor care and follow-up activities back in the communities. The follow-up notes give
information about how well the maother is following the doctor’ s recommendations.

The registries kept by the relays have proven to be a useful means for motivating
communities to address hedlth problems. For example, last year the project became
aware of adiarrhea problem in one of the CSComs through the relays who informed the
animators of diarrhearelated deaths. When the animator realized what had happened, he
decided to educate dl the relays in the CSCom about recognition of diarrhea danger
sggns, home management and referrd.

The evauation team found that there is evidence of increased attendance at the CSCom
clinics by the project villages. Thereis ashared common understanding of loca hedth
problems and increased awareness on the part of the villagers about these problems.
There has been an increase in the numbers of women attending prenata clinics and being
vaccinated for TT. Thereisincreased use of impregnated mosquito nets, particularly by
young children and pregnant women. The main weakness identified by the team was that
there was not enough involvement of men or other decision makers (grandmothers or
mothers-in-law) in the management of women's and children’s hedith.

B.2.c. Capacity Building Approach

B.2.c.i. Srengthening the PVO Organization

The organizationd capacity building indicators stated in the DIP are directed at partner
organizations and not Plan. However, the CS project has had a beneficia effect on Plan/
Madli. For example, the CS project is being used as amode for Plan’s program Unit
Offices throughout Mdi which al have hedth officers who are implementing child hedlth
activities. Infact three of the hedlth officers were members of the CS evauation team.
According to these officers, they are focusing on the same interventions as the CS
project.

For the Kita Program Unit area, the director commented that the CS project has allowed
him to expand beyond the Plan villages where they have foster children. He seesthat the
project has dlowed them to better organize and strengthen these additiona communities.
He stated that the originality of the project approach is helping Plan to strengthen the
Madi decentrdization system in hisregion. He sees the community based organizations
taking on their rolesin hedlth care. No longer isit just the hedlth worker who dedls with
community heath but now it is the whole community. So when the hedlth worker leaves,
the system will continue. He aso sees greet vaue in the use of community based data and
he is encouraging the DHO to consider extending this practice through out Kitadigtrict as
well as other areas where Plan works.

Plan International has been strengthened by this CS grant in severa ways. The
headquarters has just gone through a change in technical backstopping staff, and this
evduation provides atraining ground for the new staff member. Plan HQ will be able to
transfer technica and manageria skillsto other child survival projectsthat are currently
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implemented by Plan globally as wdl as provide technica guidance and comments on
development of Plan private funded CS proposals.

B.2.cii Strengthening Loca Partner Organizations
B.2.ii Hedth Fadilities Strengthening

A major focus of the project’s capacity building efforts have been on the CSComs and
digtrict health system. The project conducted a Hedlth Facilities Assessment of theinitid
8 CSComs during the first year. Thiswas coordinated by the DHO. Each year the project
recaives alist from the CSComs regarding materias and equipment needed. The project
daff then vists the CSComs and identifies the needed items that are within the capacity
of the project. During thisinitial assessment, they adso evauated the training needs of the
Chef du Pogt, the Matrons and other staff. After thisfirst experience, the project redized
that al staff needed upgraded training and that al the CSComs had the same staff
training needs. The IMCI training met the needs. The project has received arequest and
bought new equipment for the 5 new CSComs that it will be entering in 2005. The
CSRef will decide how the equipment is to be distributed among these centers.

The project believes that in order to build MOH capacity, it is necessary to go one step a
atime. Each partner has a copy of the DIP that has been trandated into French and it
outlines each partner’ srole and respongbility. Each partner has recelved training in the
health sector policies, good governance and decentrdization. The district MOH requests
training from the project on ayearly basis. The project aso has on-going training
activitieswith the Ngo gtaff (animators). The Plan staff works closdly with the NGO
animators to solve problems when they arise. The project aso organizes quarterly partner
coordination meetings. These include the CSRef, the NGO (ARAFD/C), Plan and the
ASACOs. For each ASACO, the 2 rdlays and the VHC are a0 invited to attend. In
addition there are meetings held at the hedlth area chaired by the ASACOs who make
their reports discussing activities, problems, and solutions. They aso review problems
from the previous quarter and plan what is to be addressed during the next quarter. The
project is usudly invited to these. The DHO commented that he would like to see more
coordination between project staff and district hedlth staff at the CSCom/ arealleve. The
evauaion team aso identified a need to have the community relays who are currently
supervised by the project animators, aso be supervised by the MOH Chef du Post at the
CSComs. Currently the MOH does not have authority over the relays. However, the
proposed arrangement, which would require an agreement between the CSRef and the
project, would assure that the relay work would continue after the animators leave the
CSCom.

Everyone agreed that it would be good to have the project saff, including the animators,
attend the quarterly CSRef meetings. That way everyone would be on the same page
when planning hedth activitiesin the district and in the specific hedlth areas. The DHO
felt that it was important for the CDPs and the animators from the same areas to be
working together. He dso fdt that thiswas away to involve the relays (through the
animators who supervise them) and bring them into the CSCom supervision system.
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In generd, the project has assured that the CSComs have functioning stocks of medicines
thet are replenished on aregular basis. So far the project has assured thisin the 8
CSComsthat they are working in. In addition, it is obvious that there are increasing
numbers of satisfied users because the number of users of services are increasing at the
CSCom hedlth centers.

Regarding the ASACOs, the evauation team found that they had a good understanding of
their roles and respongibilities. They assured that the hedlth centers had and maintained
appropriate supplies and equipment, such as cold-chain. They assured good vaccination
levelsintheir areas. There were good management systems in place at the centers that
showed wel organized accounting documents, account balances and that financid reports
are made at the generd assemblies. There was evidence of regular mestings with area
partners (CSRef, NGO and Plan). There was aso evidence of statutes and by-lawvs. On a
less positive note, the ASACOs visited gill do not have their legd agreements with the
Government. There was dso limited representation of women on the committees. Some
of the committees were dso having difficulty collecting the financid feesthat areto be
paid by the villages for the support of the ASACOs.

To the project gaff, one of the biggest challengesis getting the ASACOs to the point
where they will take on the totd management of the CSCom hedth system. They would
like to see the ASACOs take on a stronger leadership role in making decisions about how
to improve clinic functioning and see each ASACO solve its own problems. The
evauation team thought it was a positive sign that when asked about sustainability, one

of the ASACOs (Sangdianbo) asked Plan to help them identify a new partner to help
them continue after the CS project phases out. According to project staff, before the CS
project the ASACOs would not have been interested in financia planning or technical
assistance.

The project has aso worked to strengthen the NGO consortium ARAFD/C. An
assessment was done of the lead NGO, ARAFD, by Plan when they first started working
with them in the 1990s. Since they are the only agency working in public hedth Kita,
Pan asked them to work in consortium with another NGO on this project. Initialy, 13
animators were hired. 1n July of 2004, 8 were phased out and 5 remained. There have
been problemsin the contracting of the animators. The project had under budgeted the
amount of funds needed to subcontract ARAFD/C to taeke care of dl the IEC and
community mobilization activities, indluding hire the animators. One of the problems was
that Plan only gave ARAFD/C yearly contracts. As aresult, ARAFD/C only hired the
animators for the length of time they had in their contracts. Since the NGO is completely
dependent on Plan or other donorsto pay staff, they could not maintain the Saff if the
contracts were not renewed immediately. This occurred in 2004 when the project had
exhausted the sub- contract line item and it took severd months for Plan to help them
modify the budget and add funds for the subcontract. Asaresult, dl the animators were
laid off for 4 months. This creasted a huge lgpse in field activities. Datawasn't collected
from the villages, people were not educated, mobilizations were delayed etc. According
to the PUM, this problem has been resolved and the new animators will be given 2 year
contracts thet will last them through the project. They will also be paid for any time
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worked when the contract was not viable. The project will be working with another NGO,
AMOCO, in the 5 new health areas that it will phase into in 2005.

According to the NGO coordinator, the organization and staff have benefited greetly
from dl the training and support that they’ ve received from the project. The NGO
received management training in Bamako and technicd training in Kita. The coordinator
says that this has redly enhanced the skills of the saff and that after the project ends,
they will be able to market themsaves as skilled BCC and mobilization experts who
know how to work with communities in the region.

B.2.iv. Health Worker Performance

As mentioned in the above section, when the project conducted its hedlth facility
asessment (HFA), they also assessed the sKills of the health workersin the various
health areas where the project planned to work. From the HFA reaults, they knew that
there was a big need for skills and found it necessary to train dl the Saff at the CSComs.
The project Saff redized that only providing training on the four hedth interventions
would not be enough. They redlized that the IMCI training was more comprehensive and
would be the most practicd, given the needs identified. Because the IMCI approach
trains clinicians to conduct a thorough diagnostic when treating a child for any allment,
there was a better chance of catching any additiona hedlth problems or needs (such as
immunizations or nutrition counsdling) than would occur if the clinician only trested the
most immediate problem. Also the IMCI training curriculum and support materids are so
user-friendly that the project fet this would be the most hepful training for the hedth
fecility staffs. Following this decison, the project training coordinator as well as a doctor
from the CSRef were selected to be trained as IMCI trainers. Once trained, these two
trainers then proceeded to train the CSCom hedlth agentsin Kita digrict. The staff at the
CSComs and the project staff dl commented that the IMCI training has been the most
useful for them. They believe they are making fewer errorsin diagnosis because the
materids are S0 helpful in leading them through the diagnogtic process. After training

has been completed, the CSRef staff vidts the Stes and follows-up with the hedth agents
ondgte. Alsoif project staff notice any problems or lack of skills at the field Ste, they
discuss it with the CSRef who then follows up in the field. In fact this occurred a one
Ste (Sanguana). The project had provided materials and support for vaccination
activitiesin the area but the CDP was not doing the immunizations in the villages. When
the project staff complained to the DHO about this, he followed up and replaced the
hedth agent with someone who was more enthusiagtic about visting the villages.

During the team evauation of the CSCom gites, it was noted that the hedlth agents had
received alot of training by the project but the training that they gppreciated the most was
the IMCI training. The agents were functioning well, had a good understanding of their
mission, were able to use the SIS effectively and were well integrated with the
communities around them. As noted in other sections of this report, the only weaknesses
identified were that the referrals from the village relays were not recorded in the CSCom
information regigtries and the relays were not receiving enough supervison from the
CDPs.
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B.2.c.v. Training

As can be seen in the training plan located in the annex, the project has conducted severd
training programs a al different levels, for Plan project saff, NGO animators, district
and area hedlth gaffs, vaccinators, ASACO members, relays, and village hedlth
committee members. However, the key training intervention has been the clinical IMCI
training described above. The project is now organizing clinica IMCI training for the 5
new hedth areas that they will be phesing into in 2005.

In addition to clinica IMCI, the project has aso introduced community IMCI. The
community training module was developed by UNICEF for Mdi. Again the CS project
training coordinator was trained as atrainer for community IMCI dong with Plan Mdi’s
Nationa Coordinator for Child Surviva. In addition to Kita, they have collaborated in
providing thistraining in Plan’s other PUs. The gaff believe that the community IMCI

has been critica in preventing childhood mortdity. Through the training given to
animators and relays, mothers in the villages are able to sart treating sick children before
going to the hedlth centers. They are also made aware of the need to go to the center and
because the qudity of care has been improved, receive adequate treatment.

Although communications training was provided to Plan and Ngo saff in 2004, thereis
gill aneed to provide more BCC training to the animators and relays. They need more
skills and techniques for communicating with the communities. Thistraining is needed

for the new animators who will be working in the new Hedlth Areas and refresher
training is needed for the existing animators. The training coordinator dso believes that
the project needs more time to bring about behavior change in these villages. He thinks it
istoo early to phase out of the villages and that the relays and VHCs aren’t yet ready to
manage the process on their own. Two gtaff were dso given communicationstraning in
Belgium. However, these were not the staff directly responsible for communications
activities.

The training Coordinator aso recognizes the need for IEC materials. He conducted an
assessment of the kinds of materials needed and then went to Bamako and met with the
government agency in charge of |IEC materids development. He identified what was
needed and made arrangements to buy them. However when he returned to Kita, he
learned that the funds that were to be used for purchasing materias had been diverted to
other priorities. Despite the problems, he does believe that the video players that he was
ableto buy for 6 CSComs and videos have been very useful as discussion tools.

As evidence that the training has been useful, the training coordinator notes that the
ASACOs now have clear financid accounting books and bank books. This was not the
case a the start of the project. He dso noted a definite change since the basdline
assessments of the CSComs. The registries and support materias are clearer. They are
able to conduct socia mobilization activities, they can now manage the CSCom funds,
and there are much better relationships between the ASACOs and the hedlth staffs.
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Other evidence of training impact is found in the numerous well-organized record books
kept by the village rdlays. In addition, the community mobilization training has resulted

in increased attendance at clinics. At the time of the basdine assessment, only 20 percent
of prenata patients visited the hedth centers for care, now 60 percent are being seen at
thefadlities or in outreach visits. The same istrue for the number of children vaccinated.
At the time of the basdline only 25-30% of children were fully vaccinated, now thet is
closer to 70 percent.

Thetraining coordinator noted that he is getting numerous requedts for training from
villages and the government hedlth offices. He and the project cannot provide dl the
training requested but he thinks that some things should be prioritized. For example,
thereisaneed to train the village hedth committees and relays on how to reimpregnate
thelr mosguito nets. Thiswill require additiona resources from donors but he believesit
iscriticd if the project does not want to lose the edge it has gained in combating
childhood mdaria

B.2d. Sustainability Strategy

Progress towards objectives.

1) simulate community participation and ownership: There appears to be good progress
inthe area of participation. Each of the CSCom villages have established village hedth
committees and have relays working on the hedlth issues and documenting community
hedth atus. Although the LQAS did not measure sustainability indicators, the mid-term
evauation team found thet the villages visited had a very postive impresson of the CS
activities and were participating in education sessons and village hedlth committee
events. The mothers group participants stated that the activities had increased their
knowledge about child hedth, particularly immunizations. Although the VHCs have
become increasingly active in hedth promotion, there is still a sense that it istoo early to
phase out and that more training and support is needed in the communities.

2) increase the capacity of the ASACOs in management, advocacy and as community
representatives.

3) ensure hedlth services are financially sustained through a codt-recovery sysemin
which the community participates through the use of the services.

As noted above, there has been a tremendous increase in the ASACO management skills.
They are kegping organized accounting books and bank books, they are able to mobilize
the communities for hedth and they manage the CSCom funds. They have a good
understanding of their roles and respongibilities and have their internd statutes and
regulations. Other evidence of ther effectivenessis that the in dl the CSComs visited, the
gaff are fully supported through the funds brought in for services. This had not been the
case before the CS project. Obvioudy thisincreased use of services can be attributed to
improved qudlity of care helped by the CS project supported training, and by the
increased community mobilization activities that are encouraged by the ASACOs, VHCs
and rdays. Also the dinicsdl have functioning essentid drug supply sysems. None of
the pharmacies had had stockouts during the past year.
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To date, the project has phased out of 5 CSComs and is planning to phase out of more
during the next year. There is concern that the VHCs and relays are not yet ready to take
over hedth promotion and mobilization activities without the support of the animators.

As evidence of this, the animators noted that when the NGO contract was not renewed on
time and the animators were laid off, the relays stopped working. To address this, the CS
project is planning to conduct an OR study in the communities that have been phased out
to see the status of planned hedlth activities. The mid-term eva uation team believes that
in order for activities to be sustained after phase out, the Chefs du Post at the CSComs
need to take over supervison of the village reays. This has been a problem in the past
because the animators, who supervise the reays, work for the CS project and the CDP
works for the MOH. These two do not participate nor are they supervised through the
same hedth system. In some ingtances the animators have a good working relationship
with the CDP but that is not aways the case and because the two work with different
systems, there has been no pressure for them to work together. The DHO would like the
animators to be part of the district health team and have them attend quarterly digtrict
hedlth meetings. These issues were discussed during the team evaluation and it was
decided that the project and the digtrict hedlth office (CSRef) will Sgn amemorandum of
undergtanding in which the CDP will be designated as the CSCom supervisor for the
village relays. The animators will till provide technica supervision aslong as the project
isin the area but the long term supervisor will be the CDP. The DHO would like to see
quarterly supervison sessons at the CSComs wherein the CSRef and CS project staff
from Kitawould dso attend. He thought that if there were enough agencies involved

then they could dso invite the mayor and try to get hisinvolvement in the work of the
VHCs and rlays. Since the mayors dso have funds for community activities this was
seen as a Strategy to garner more support for the relays.

Despite the concerns about the sustainability of activities after phasing out, the ASACOs
interviewed dl stated that they felt confident in their gbilities to maintain socid

mobilization activities and continue managing the CSComs successfully. Thereisaso an
issue in that the fees that are supposed to be paid by the area community members are not
being pad regularly.

Another problem that has affected project viability isthat when the project was origindly
planned, it was assumed that PIDRIK would cover the cost of building and equipping 10
CSComsin Kitadistrict. Asdiscussed in section B.1. of thisreport, so far this has not
happened. Plan and the CSRef have had to work around this problem and it has reduced
their resources that were meant for other activities. Fortunately Plan has been able to
meet some of the requirements with private funds.

2.C. Program Management

C.1 PFaning

Project planning occurs a quarterly Coordinating Committee meetingsin which al
partners participate, the ASACO, CSRef, Plan, NGOs, and the VHCs. The project has
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generdly followed the DIP workplan, of which al partners have copies. Thework plan
is reviewed each trimester by the partners and used as part of the quarterly planning
activities. Some items in the workplan have not been completed such as the devel opment
of IEC materids. Also after the firgt year, the HFAs have not been done at al the
CSComs because the project redizes that the hedlth staffs at these facilities al need IMCI
training and other assessments are used to project equipment needs. But generally the
work plan is used as a guide for project planning.

Given that dl partners have copies of the DIP including the monitoring and evaluation

plan, and discuss the activities a regular planning meetings, it is dlear that they have a
good understanding of project goals and objectives. It was clear from the LQAS that most
of the year 3 objectives have been reached or surpassed. Likewise from interviews
conducted with fied staff, heedquarters saff, and the communitiesit is clear that they

aso undergtand the purpose of the project and appreciate the benefits they are receiving
fromit.

Each month there is aregular meeting of project Saff to evauate progress and plan
activities for the next month. Whatever planned activities have not been completed
during the month are then programmed for the next month.

The project makes regular use of monitoring data. The LQAS is conducted twice a year
and dlows the project to determine the level of atainment of objectives. It dso permits
the project to see if work is reaching its objectives in the different zones. The results are
compared with the SIS data collected at the CSComsin order to get a complete picture
and vdidatefindings. If they find, for example, that vaccination ratesarelow ina
particular zone, then the staff vist the communities and talk about it at village mestings.

C.2. Saff Traning

The project staff participated in two types of training. When the project began, the project
director asked each staff member to identify what weaknesses they had that needed to be
strengthened in order to perform their jobs. For example the data manager came to the
project from an environmenta health background. In order to strengthen his data
management skills, the project sent him to the MOH for amonth to receive training from
the HIS department. Likewise the monitoring and evauation coordinator did not have
experience with the LQAS methodology. So the project director arranged for him to
attend aregiona LQAS training program in Rwanda. The training coordinator has a
general medicine background and does not have public hedth training. So the project
arranged for him to attend a four month epidemiology course offered a the university in
Bamako during the rainy season.

The gtaff’ swork is monitored by the project director. Because the project director isa
physician who completed an MPH with a specidty in monitoring and evauation, he has
been able to follow-up with the training and assst with the required activities. For
example, the monitoring and evaluation coordinator leads the bi-annua LQAS surveys
but the project coordinator asssts him with the analysis by using SPSS (atool thet the
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M&E coordinator is till learning). In addition, each staff member writes areport of any
training they recaive.

It ssems that the gaff training has been aworthwhile investment as it has alowed the
daff to acquire pertinent skillsfor their jobs. In addition, the training was done locally or
regionaly and was not overly expensve.

C.3. Supervison of Program Staff

The gtaff activities and performance are monitored by the coordinator during their regular
project planning meetings which occur weekly, monthly and quarterly. Because the staff
issmall it iseasy to keep track of personnd and activities. Supervison of the animatorsis
the respongbility of the NGO gaff but the NGO sends the monthly plan of activitiesto

the CS project. The CS gaff then coordinates their field visits with those of the

animators and are able to provide additiona supervison of relays or ASACO members as
required.

C.4. Human Resources and Saff Management

The Project Coordinator works closdaly with two Assistant Program Coordinators and the
HIS Manager to provide direction to the CS team. He dso recaivesinput from Plan’s
Nationa Child Surviva Coordinator and the PlayMdi country office. The project team

is composed of the Project Coordinator, the Assistant Program Coordinator for Training,
who oversees the CSCom hedlth personnel and partner NGO gaff; the Assistant Program
Coordinator for Monitoring and Evauation, who oversees M& E for the project; and the
Hedlth Information Systems Manager, who is responsible for the design and
implementation of the HIS (S1S) and basic surveillance. The Project Coordinator
oversees dl field staff. The two assstant project coordinators and the HIS manager
report to the project coordinator. In addition the project has administrative support staff
and adriver. All the positions are filled and there have not been changesin the personnel
plan snce the DIP was written. The coordinator was the only staff who was hired from
outside Plan.

All positions have Plan job descriptions and are managed as core Plan staff members.
Each staff member is evauated at the end of the year in accordance with the requirements
of their job descriptions. The NGO animators are hired for specific community
mobilization tasks and a0 have specific job descriptions by which they are evaluated.

In generd the morale among the Plan aff ishigh. It isasmdl group of staff who work
together with good coordination on aregular basis. There has been more of a problem
with the NGO saff morae. Thisis because the Ngo has been given yearly contracts by
Plan that need to be re negotiated every year and there have been delays in re-contracting
of staff. There were dso budgetary issues for funding of NGO activities that had to be
resolved. This dso took severd months and resulted in laying off the animators for 4
months. The lack of animator continuity has crested problemsin the stability of village
relays and community mobilization activities. The Plan PU manager dated that this
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problem isbeing resolved. The project is going to Sgn atwo year contract with the two
NGO partners so the animators will have stability. Also the animators will be paid for
time worked without a contract.

In generd, among the Plan staff there has been no staff turnover. However because of
the budget problems and animator lay-offs, there has been turnover among the animators.
Though they have been able to hire some of them back for the new contracts.

Except for the project coordinator al the Plan saff are permanent Plan staff who were
brought into the project from other Plan projects. Therefore they are guaranteed other
jobs after the project ends either in the Kita area or in another PU in Mdi. The PU
manager stated that even though the Project Coordinator was not permanent Plan staff
that there would be a place for him at Kitaif he wanted to stay. Since the CS project has
garted Plan has ingtalled Health Coordinator positionsin each of the country PUs. Kita
does not have one so when the project ends, he would be in a position to assume thisrole.

C.b. Financid Management

The project coordinator and the accountant reviewed the financia reports and then
submitted monthly financid reports to the Operations Support Manager in the nationa
office viathe Program Unit Manager. The program tracked costs incurred using the
dready established financid system of PlavMali. Expenditures were broken down using
specific codes for labor, equipment, supplies, and facilities. Project expenditure reports
were sent directly from PlavyMdi to the US office of Plan where they were reviewed for
USAID compliance and submitted to USAID. Plan’s corporate generd ledger system
assgnsaproject ID number to enable accurate tracking of project expenditures related to
each project. Plan’s organizationa finance system aso enables PlaVUSA to separately
track donations from USAID and non-USAID sources. After the US office submitted
reports to USAID, and received the re-imbursement, funding transfers were made on a
monthly basis from the US office to the Child Surviva project to reimburse project
expenditures.

C.6 Logigics

Thereis one project vehicle but if necessary the project makes use of other vehidesin the
PU. The project has not had problems with supplies and equipment. The project
prepared their budgets for purchase of mgor equipment items. These have been delivered
to the existing CSComs. The MOH and ASACOs are supplying the smdler supply items
and ingruments.

The biggest logigtics chalenges will be supplying equipment for the new CSComs. It will
require a budget modification and fundsin order to cover the cogs. Origindly PIDRIK
and Plan were going to construct and equip 10 CSComs but now the money that Plan had
was spent to construct and equip the project’ s origind 8 CSComs and funding isno
longer available to equip more CSComs. Another issue concerns whether there will be
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aufficient vehicles for the work in the 5 new CSComs which are located in the northern
part of the region and will require extensve travel. Because the existing vehidle will Hill
be needed for project work in the southern part of the digtrict, there may be aneed for
another vehicle to handle dl the supervisory and other project demands in the north.

C.7. Information M anagement

The program’s community-based information management system (SS) hasbeenin
place since February 2003. The datais recorded by the village relaysin 7 record books
induding family census, vaccinations, prenatd care, childhood illnesses, deaths and
epidemics. Thisinformation is collected by the animators on amonthly basis and given
to the project Information Systems manager. There have been some gapsin the
information due to the laying off of the animators. Also the animators for the new
CSComs have been recruited but are being trained and are not yet functioning at their
new pogts. At the time of the mid-term evaluation the animators were busy updating
records from the period when they had been laid off.

Once the Information Manager receives these reports, he checks the information with the
data collected by the CSRef (digtrict) from their hedlth centers. If there is a discrepancy in
the figures, he then vidts the particular CSCom or village to check the relay reports and
registries and make appropriate changes. The project datais aso validated against
regiona datawhich isreported every quarter.

This community-based data has been very ussful for informing communities about their
own hedthissues. The project saff review hedth indicators on avillage-by-village

basis. If there are problems, such as adrop in vaccination rates, the project then brings it
to the VHC' s attention and works with them to discover what the problem is and correct
it. For example in the Sanjangbougu CScom which includes 13 villages, the information
manager noted that there were 7 child desthsin May/ June 2004. So they visited the area
to see if vaccinations were up to date or what the cause was. However when they visited,
the parents told them that the children had died from mdaria The children had been
vaccinated and the parents said they died of fever. The staff wondered about this because
thistime period is early for maaria but since the children were not taken to the hedlth
center, they could not verify the cause. However, the staff used thisexample asan
opportunity to educate the villagers about the need to keep the area clean and free of
ganding water even if it is not malaria season. They dso ingtructed them to use bed nets.
In another area, Kassaro, the project staff found that the TT vaccination rate of WRA
dropped from 60% to 40%. When the staff followed up to find out what had happened, it
turned out that rumors had been spread that TT caused Sterility. Fortunately, the staff
were able to cdl avillage meeting before the problem became more pronounced and
correct the misunderstandings.

The information manager aso works with the LQAS surveys, which are done twice a

year and he compares these results with the S S findings. He felt confident about the
project data. Heindicated that the LQAS is 90 percent accurate and the SIS is cross
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checked with the digtrict data. Also the LQAS is compared with the monthly SIS data.
The project did conduct a KPC survey at the beginning of the project and they did a
Rapid Catch in November 2004.

C.8. Technica and Administrative Support

The project has received regular assistance from the Plan headquarters saff. The Child
Surviva Program Coordinator has worked with them during the proposal process, the
launch of the project, the DIP process and the mid-term evauation. He also reviews and
backstops the KPC and LQAS survey process. The previous HQ Health Assgtant visited
in 2003 to help iron out some of the programming and budget issues. The new CS Hedth
Assgant has been coordinating with the project regarding mid-term evauation and
LQAS reaults. The HQ contracts specidist dso visited in 2003 and 2004 in order to help
the project figure out budget modifications to cover the NGO partner expenses and
address other unanticipated expenses. In addition Plan Mali has exhibited alot of interest
in the project. The Country Director has visted twice ayear dong with the National CS
Advisor. In addition the Plan Executive Director visited the project in 2003.

To date the project has not received other outside technical assstance. However, the
evauation interviews indicated that the project might benefit from technical assstancein
the development of a project wide BCC drategy and follow-up as well as appropriate use
of IEC materials. The Plan Mdi Director also advocated technica assistance for
participatory |EC materids development. Also, athough breastfeeding techniques and
counsding are not a gpecific project intervention areg, it isincluded as part of the

diarrhea control activitiesand IMCI. Given the low exclusve breastfeeding ratesand in
consideration of the CDD objectives, the project may want to consider some additiona
technica assstance and community training in this area.

As mentioned, the project is adso planning an eva uation of the CSComs that the project
has phased out of, in order to see how sustainable the interventions have been and if the
phase out is as premature as many of the staff and community actors have indicated. The
project coordinator indicated that technical assstance would be helpful for the design of
this Sudy.

E. Conclusons and Recommendations
Conclusions

Successes
- Asnoted in the LQAS reaults, the project is making good progressin achieving its

projected results. It has dready either met or surpassed most of its year 3
objectives. Perhgps the biggest successis the achievement of dmost 70 percent of
children who are fully vaccinated. The recognition of this achievement on the
part of the MOH is ahuge indication of the project’s success. Prior to project
initiation, the MOH had targeted Kita Didtrict as having the worst immunization
levelsin the country. Now they are sending ateam to verify the resultsand are
using it asamode for other didtricts.
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The project has dso achieved tremendous success in mobilizing communities to
use hedlth services. The relays, animators and VHCs have been very effectivein
mohilizing their communities to seek care and preventive services, epecidly
immunizations and prenatd care. The number of referrds by village relays
increased from 27 in 2003 to 118 in 2004. The project staff have aso been
innovative in helping health center gaff bring services to the villages. This has
been by supporting the work of the CSCom vaccination staff and by encouraging
the matrons to accompany them and offer prenatal consultations in the villages a
the same time.

Another contribution has been the strengthening of the management skills of the
ASACOs. Every ASACO vidted had its accounting and bank booksin order.
Also, every ASACO was able to meet itsfinancia obligations of supporting the
sdaries of the CSCom daffs. Given the poverty of theregion, thisisa
commendable achievement and may be the only country/ region where loca
government hedlth services are completely supported by community congtituents.
The project has done agood job of developing a community-based hedth
information system. There is good evidence that the information is being used by
the communities and CSComs for planning and for making hedlth care decisions.
The IMCI training that was ingtigated by the project, has greatly improved the
qudity of care at the CScoms. The hedth staff are now able to perform broad
diagnosis of child illness and provide counsdling for caregivers. Thisimproved
quality of care seemsto be partidly responsible for theincrease in visits for
Services.

Plan has done a good job of strengthening loca partner technica capacities. The
local NGO staff now possess health and mohilization skills that they are able to
usein other aress.

Despite the unavailability of the origindly planned support, the project has been
able to meet dl the designated equipment needs for the project CSComs and
provide materia support for outreach activities.

Challenges

One of the biggest issuesis the sustainability of program inputs and whether the
phase in/phase out timdine istoo short. The project has achieved tremendous
success in getting people to use preventive and curative services. All the project
inputs such as IMCI training of providers, formetion of relays and VHCs and
corresponding community mohbilization activities, and strengthening of the
ASACOs so they can fulfill their management mandate, have contributed to the
increase use of services and the sdf-sufficiency of the CSComs. The question is
whether the ASACOs, VHCs and rlays are sufficiently capable at this point to
continue CSCom support activities on their own. Thereis concern that the
organizationa support structures are not in place yet for them to do this.



It isclear that the rlays need alot of motivation to continue their activities. They
are asked to maintain 7 regigtries, organize meetings, follow-up on referrals,
mohilize villages for immunizations, and generdly address hedth issuesin the
villages. The project animators who live in the areaare doing a good job of
training and motivating them but once the project phases out, they will no longer
dothis.

The project has had to work around the fact that PIDRIK has not come through
with the promised congtructing and equipping of 10 CSComsfor the didtrict
hedth system. Plan and the CSRef have been able to come up with some extra
resources but it is unclear whether they will be able to fully equip and congtruct
al 26 CSComs as planned.

The project has done a good job of working with community HC and relays and
training them in areas of community mobilization and in the hedth intervention
areas. However, thereis till work to be donein the area of IEC/ BCC. Many
villagers are ill unaware of proper care rdated to CDD, such as exclusve
bresstfeeding and handwashing. Likewise some villages are very aware of madaria
prevention and use of bednets while others are not as attuned. The project lacks an
overarching BCC drategy that targets specific behaviors and includes specific
communication interventions. The project isaso lacking in IEC materids that

the relays and animators could use to reinforce hedth messages. In the DIP the
project had planned to develop materids but was unable to with the budget
adjustments.

Given the difficult roads and the large distances to be traveled, particularly with
the 5 new CSComs that are located at the other end of the district, the project staff
will need sgnificant travel time and vehicle support for supervison and support
activities. Thiswill infringe on the vehicle support aready required for on-going
monitoring activitiesin the current project areas. In addition, the motorbikes that
the animators use are dmost worn out and require significant repairs.

Recommendations

The project should conduct an evauation of the CSCom areas that it has phased
out of to see how well the hedth agents, ASACOs, VHCs and relays are doing in
managing the hedlth activities without project support. If there are problems then
the project should take steps to address them in atimely manner.

In order to strengthen the sustainability of the relays, the evauation team
recommended that the Chef du Post become the supervisor of the relays and their
activities. This could be done a the time of regular outreach visitsto the villages
and/or through monthly meetings of al the rlays at the CSCom. There are some
adminigrative arrangements that need to be made in order for the CDP to
supervise the village relays but once thisis done there would be a system in place
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for on-going supervison of village hedth activities. This could gart by having the
CSCom team and the animators conduct joint team supervisonsin the
surrounding villages. Then after the animators leave, the supervision sysem
would bein place. This would strengthen the sustainability of relay and village
health committee activities. The on-going supervison of the relays would aso
grengthen their motivation, particularly if they were seen as working with the
chef du Post who is very respected in the area. The evauation team dso
recommended that the project staff and digtrict hedth staff attend quarterly
supervison mesetings done at the CSComs. Their presence would encourage the
other actors (ASACOs, CSCom staff, VHCs and relays) to attend and get
involved in the process. They dso pointed out thet if the ditrict staff were there,
there would be more likelihood that the mayors would participate in the relay
supervison meetings. Thisisimportant given that the mayors have accessto ther
own source of funds and would be more likdly to spend them on relay activitiesif
they wereinvolved in their management.

If PIDRIK comes through with funding this year for the congtruction of the 10
CSComs that they are promising, then the project needs to work with them and
the MOH to see how to equip the facilities and carry out the corresponding
community activities with the limited project resources. If PIDRIK does not come
through with the anticipated funding, then the project needs to decide how many
more CSComsit can redisticaly work with by the end of the project. Oncethe
CS project has the results of the CSCom phase-out evauation discussed above, it
will be able to decide whether it should put more resources into new CSCom
areas or if it should devote them to strengthening the sustainability of the old

ones.

Recommend that the project contract ashort term BCC consultant to help them
design a dtrategy that includes behavior change targets and Strategies aswell as
awareness rasing communications activities. It would be useful to employ more
entertaining cultural formats that could be used to cregte interest in the villages
such as stories, songs, street theater, and other methods.

The CS project needs to follow through on its origind plan to acquire and/or
develop IEC materids that are appropriate for the target audiences. The hedth
messages need to be reinforced through support materids. Also the materids
would help the rlays with their educationd tasks.

If resources permit, the project should consder acquiring another vehicle for the
work in the new CSComs in the far northern section of the digtrict. It should aso
consider replacing some of the worn out motorbikes being used by the animators.

In order to strengthen some of the intervention activities, the project should

consder providing breastfeeding technica assstance to improve technique and
promote exclusive breastfeeding in the communities.
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F. Results Highlight

Perhaps the biggest achievement of the project to date has been its high leve of
vaccination coverage. With dmost 70 percent of the children in the didtrict completely
immunized, the project is close to achieving its overall objective of 80 percent. The Kita
digtrict was selected for this project because it had the lowest immunization levelsin Mdi
and was of great concern to the MOH. If they do achieve 80 percent coverage, Kitawill
be the only digrict in Mdi to do so. To achieve thisrecord levd, the project has gone
beyond working in the designated 13 CSComs (hedlth center areas). Because the Didtrict
Hedlth System does not have CSComs in 30 areas, the project agreed to support
additiond vaccination posts and support for mobile teams and CBOs in these 30 aress.
The project covered dl costs related to continuous operation of the cold-chain system and
supported maintenance and repair of cold-chain logistics. The MOH is sending ateam to
vaidate the LQAS findings in early 2005. If their results concur with the LQAS findings,
Kitawill be the digrict with the highest immunization ratesin Mdi and the MOH will be
using it asamodd.

Indicators Proj ect LQAS LQAS LQAS LQAS
Year 3 Results | Results Results Results
% Mar ch Novenber June Novenber
Objective | 2003 2003 2004 2004

Full Immuni zation 65 33.55 50.00 69.54 70.00

Cover age ( FIC)

According to the DIP, the MOH rate for fully vaccinated children in the Kayesregion in
2001 was 13.5 percent. Also only 40 percent of women had received two doses of anti-
tetanus vaccine during their last pregnancy. As we can see, the rate isnow 78 percent in
the Kita didrict. Issues dso revolved around availability of vaccination cards, now close
to 91 percent of children have them.

The project followed the strategies planned in the DIP in order to improve immunization
coverage. Working with the MOH and ASACOS, they established the monthly outreach
services with associated communities, supported bi-annua meades campaigns, ensured
that qudity vaccines were administered and provided training to CSCom health workers,
particularly the vaccination gaff.

This support given to District MOH to achieve greater immunization coverage

contributes directly to CSHGP Intermediate Result 1 and more indirectly to Intermediate
Results 2 and 3.
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[11. Action Plan

Recommendation Steps that need to be Actor who Timdine By
taken to effectively will be when each
address recommendation | responsble sep shal

for each step have been
accomplished

The project should conduct an 1) Develop TOR of the 1) Dr January 05

evauation of the CSCom areas thet it survey Bagayoko

has phased out of to see how well the PSE

health agents, ASACOs, VHCs and 2) ldentify the Coordinator

relays are doing in managing the inditution, which will March 05

hedth activities without project carry out the survey and

support. If there are problems then the negotiate a contract for 2) Dr

project should take steps to address carrying out the survey Aguibou

them in atimey manner. Coulibay
3) Organize aworkshop
for the vaidation of the April 05
protocol before the
darting of the survey.

3) Dr
Bagayoko

2. In order to strengthen the 1) Make adminigtrative

sudtanability of the relays, the arangements (making

evauation team recommended that the memorandum of 1) Head of January 05

Chef du Post become the supervisor of understanding, entering digrict hedth

the rdays and thair activities. This of the supervison center

could be done at the time of regular respongbility in the job

outreach vigtsto the villages and/or description of heads of January 05

through monthly meetings of dl the post) 2) Hlie

relays a the CSCom. There are some Coulibay

adminidrative arrangements that need 2)Define and negotiate Respongble

to be made in order for the CDP to the implementation of a for SE

upervise the village relays but once mechanism of joint Monitoring

thisis done therewould be asystemin supervison of hedth and

place for on-going supervison of activitiesin villages Evduation

village hedlth activities. This could with a schedule of

gart by having the CSCom team and implementation and

the animators conduct joint team budget February 05
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upervisonsin the surrounding
villages. Then &fter the animators
leave, the supervison system would be
in place. Thiswould strengthen the
sudtainability of rdlay and village
hedlth committee activities. The on-
going supervison of the rdlayswould
aso srengthen their motivation,
particularly if they were seen as
working with the chef du Post who is
very respected inthearea. The
evauation team a so recommended
that the project staff and digtrict hedlth
daff attend quarterly supervision
mestings done at the CSComs. Their
presence would encourage the other
actors (ASACOs, CSCom staff, VHCs
and relays) to attend and get involved
in the process. They aso pointed out
that if the district saff were there,
there would be more likelihood that
the mayors would participate in the
relay supervison mestings. Thisis
important given that the mayors have
access to their own source of funds
and would be more likely to spend
them on relay activitiesiif they were

involved in their management.

3) Develop and
negotiate the
implementation of a
plan of organization of
mestings with actors
(mayor, CSREF, PSE
team)

3) Dr
Souleymane
Bagayoko

3. If PIDRIK comes through with
funding this year for the congtruction
of the 10 CSComsthat they are
promising, then the project needs to
work with them and the MOH to see
how to equip the facilitiesand carry
out the corresponding community
activities with the limited project
resources. If PIDRIK does not come
through with the anticipated funding,
then the project needs to decide how
many more CSComsit can
redigicaly work with by the end of
the project. Once the CS project has
the results of the CSCom phase-out
evauation discussed above, it will be

See Action plan
Recommendation 1
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able to decide whether it should put
more resources into new CSCom areas
or if it should devote them to
strengthening the sustainability of the
old zones.

(We purpose to reformulate this
recommendation as below dueto the
fact that the extension of the project is
no longer linked to PDRIK)

On the basis of the results of the
CSCom Phase out study as
recommended above, determine with
the minigtry of hedth and the other
partners if more resources must be put
into new hedth zones or if these must
be devoted to reinforce the
sugtainability of the old zones.

4. Recommend that the project 1) Deveop terms of Dr Bagayoko | March 05
contract a short term BCC consultant reference of the
to help them design a strategy that consultation and plan
includes behavior change targets and financia resourcesfor
drategies aswell as awareness railsing that purpose
communications activities. 1t would
be useful to employ more entertaining 2) Identify the Dr Bagayoko | March 05
cultura formats that could be used to consaultant and get the
create interest in the villages such as protocol of agreement
stories, songs, street theater, and other sgned
methods.
3) Designing drategy Consultant May 05
and train actors of the (under the
implementation supervison of
Dr Bagayoko
5) The CS project needs to follow 1) Fanfinancid Dr Bagayoko | May 05
through on its origind plan to acquire resources for the
and/or develop |EC materids that are acquisition of adequate
appropriate for the target audiences. supports
The health messages need to be
reinforced through support materials. 2) Make census of Dr StaSdibe | Jun05
Also the materids would help the exiding IEC materids at

relays with their educationd tasks.

the level of CNIECS
and ensure the obtaining




of more.

3) Put IEC materidsat Dr StaSdibe | Jun05
the disposal of actors
(animators and Relays)
6) If resources permit, the project 1) Panfor the PUM Kita
should congder acquiring another purchasing of avehicle February 05
vehicle for thework in the new and motorbikes for the
CSComsin the far northern section of project
the digtrict. It should also consider
replacing some of the worn out
motorbikes being used by the
animators
7) In order to strengthen some of the 1) Onthebasisof the
intervention activities, the project results of LQAS survey, | Dr Bagayoko | January 05
should consider providing identify communities
breastfeeding technica assstanceto wherethereisless
improve technique and promote breast-feeding and work
exclusve breastfeeding in the with partners (NGOs) to
communities. develop aspecid action
plan to promote
exclusive breast-feeding
in these communities
2) Conduct a
communication NGOs (under | February 05
campaign targeting the
behavior change on Supervison of
breast-feeding in these Dr Bagayoko)
communities
3) Evaduate action of
the campaign August 05
Elie Coulibay
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Attachment A. Basdline Information from DIP

SUMMARY OF BASELINE ASSESSMENTS

Two basdline studies were undertaken prior to the development of the DIP. The
researchers were staff members of the loca NGO (ACD) that will be doing the training
for the project. Two digtrict hedlth officers and two Plan Kita staff members supervised
them. Dr. Pierre-Marie Metangmo, Plan International Health Program Coordinator
trained the whole team in the use of the Rapid CATCH (Core Assessment Tool on Child
Hedlth) questions. Complete report in French can be found as Annex Il and |. Itisbeing
trandated into English.

E.1 Evaluation of CSComsin Kita District

The objective of this study was to have basdline information about the availability of and
access to maternal and child health services in the didtrict, aswell as the qudity of those
sarvices, with emphads on the following:

o Initid and continuing training on hedlth protocols, IMCI and nutrition
Availability of ten essentid medicines
Capacity of hedth workers to communicate health messages to users
Degree of user satisfaction with services received a the hedth centers.

ol elNe]

The study was carried out during the period from January 18 to 28, 2002. Eight CSComs
were visted and information was collected through observations, interviews and
inventories. Each of these CSComsis congdered “functional” according the MOH’s
definition. In each center, the sample congtituted a minimum of ten children who

presented with diarrhea (15), ARI or cough (16), fever/maaria (22), or manutrition (5),
and their mothers. All staff present were observed or interviewed. Theseincluded one
doctor, 8 nurses, 7 midwives, one obstetric nurse and three nurses aides. Forty-two
mothers were interviewed as they |eft the center.

Thefollowing services were available CSComs. examination of sick children, CPN,
family planning, birthing/deliveries, and vaccination. Centers were officidly open from
7:30 amto 4:00 pm. Travel timeto reach the center averaged more than one hour, and
women had arrived by foot, bicycle, motor scooter or donkey cart.

Of the 19 gt&ff interviewed, nine had training in treatment procedures and protocols, one
hed IMCI training, Sx had nutrition training, and 10 in midwifery.

A center is considered to be adequately equipped if it hasthe following: medicd
stethoscope, thermometer, blood pressure, otoscope, tongue depressors, scales (regular
and for babies), refrigerator and tools for measuring and mixing. Using this standard,

four centers ere not adequately equipped. The centers had anywhere from 30% to 90% of
the ten essential medicines. No center had al ten essentid medicines.
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Staff were observed during examinations of sick children in order to determine thelr

training needs, with the following results:
0 Diarrhea cases correctly diagnosed: 60%

Dehydration as aresult of diarrhea correctly diagnosed: 40%

Diarrhea cases appropriately trested: 25%

Dysentery cases appropriately treated: 67%

Cough/breething difficulties correctly diagnosed: 6.7%

Cough/breething difficulties appropriately treated: 27.3%

Fever/maaria cases correctly diagnosed: 27.3%

Fever/malaria cases appropriately trested: 75%

No cases of malnutrition were diagnosed and therefore none was treated.

Verification of possession of vaccination cards took place for 10 of 42 children or

23.8%.

None of the mothers was asked whether she had a vaccination card or hedlth

book.

0 70% of gaff did not know the vaccination schedule.

0 65% of gaff did not know at least three Signs of seriousillness that would indicate
the need for referrd.

0 In34.9% of cases observed, at least three messages about child hedlth care were
transmitted.

O O0OO0OO0OO0OO0OO0OO0OOo

o

Exit interviews with mothers
0 54.8% of mothers said they had learned at least two types of home care for their
sck children after the examination.
0 59.5% sad the hedth care provider had told them about signs that would indicate
the need to bring the child to the hedlth center.
0 84% were ableto tdl the interviewer at least two of the signs they had learned
during the examination.

Supervison:
0 89.5% of saff sad they got supervison once atrimester.
0 Only 17.6% reported getting any feedback from their supervison.

User satisfaction:
55% of mother said they had difficulties in using the CSCom hedlth services, including
the long distance which takes along time (54.5%), child care (9.1%) and the hours during
which the CSCom is open.
While 40 mothers interviewed (95.5%) said they were satisfied with the medical attention
their children had recelved, what isinteresting is the reasons they gave for being
satisfied:

0 Thehedth care provider redly looked at the child carefully.

0 The hedth care provider redly welcomed me'the hedth care provider was

friendly

0 Thehedth care provider reassured me/told me it was nothing serious.

0 Thehedth care provider told me what was wrong with my child.

0 Thehedth care provider gave me alot of explanation.



The researchers genera impression was that women were timid about questioning the
health workers.

Recurring cods:

- Therewas alack of ledger books for keeping accounts.
Supporting records, such as the treasurer’ s records, were badly filled out or not filled
out a dl.
Absence of judtifying document for expenses declared.
At Kassaro CSCom salaries hadn’t been paid for ayear, and in Sandjanbougou there
was no financid informetion &t dl.

E.2 Basdine Evaluation of Knowledge, Attitudes and Practices

This study was undertaken by the same researchers from January 20 to February 5, 2002.
The objective was to determine knowledge, bdiefs and behaviors regarding maaria,
diarrhea, immunization, ARI and nutrition. WWomen between the ages of 15-49 and their
children ages 0-23 months were randomly chosen. The total number of mother/child
pairs was 430.

Findings

(0]

(0]
(0]
(0]

(@)

18.4% of children were two standard deviations below average in weight for age.
68.6% of infants had an asssted birth (from a hedth worker).

24.1% of mothers had received two TT during their last pregnancy.

51.0% of children ages 12-23 months had completed their vaccines before their
firg birthday.

61.5% of children ages 12-23 months had been vaccinated against meades.
11.6% of infants ages 0-5 months had been exclusvely breastfed during the 24
hours preceding the interview.

79.7% of children ages 0-23 months were breastfed immediately within the first
hour after birth.

9.8% of infants ages 6-9 months had received breast milk and complementary
food during the 24 hours preceding the interview.

3.9% of children ages 0-23 months had dept under an insecticide treated bed net
the night before the interview.

39.5% of mothers of children ages 0-23 months could cite at least two methods of
preventing HIV/AIDS, including abstinence, having only one partner or using
condoms.

27.9% of mothers said they washed their hands with sogp before preparing food
or giving food to their children.

Health care behaviors:

26.6% of children ages 0-23 months had received increased amounts of liquid and
continued eating while Sck during the preceding two weeks.

25.2% of children with diarrhea during the preceding two weeks had received
ORT or liquid foods made a home.
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= 35.3% of mothers of children ages 0-23 months knew at least two Sgns of serious
illnesses that would necessitate taking their children for treatment, including high
fever, not eating, listlessness and vomiting everything that had been egten.
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Attachment B.

Evaluation Team Membersand their Titles

Names Titles

Elie Coulibdy CSP M&E Assigtant

Alassane Cissé Program Unit Manager Plan Kita

Issa Traoré Digtrict Chief Medical Officer, Kita

Souleymane Bagayoko Coordinator of CSP

Abdoulaye Diakité Chief of the Socid Deveopment Minigtry for Kita
SoribaDiarra FELASCOM President

StaSidibé CSP Training Assgant

Aguibou Coulibay Nationa Coordinator for Child Surviva in Plan Mdi
Mamadou Seck Assgant Information Systems maneger for CSP
Dian Namory Sidibé Medica Coordinator, Plan Banamba

Bourema Y anogué Zone Chief, Plan Kita

Bemba Doumbia Zone Chief, Plan Kita

Seydou Diabaté Medica Coordinator, Plan Kangaba

Ibrahima Digkité Coordinator of ARAFD/C Kita

Mamadou Keita Kayes Regiond Hedlth Officer for Child Survivd
Pierre Marie Metangmo Health Programs Coordinator Plan (IH) USA
Sandra Wilcox Child Survivd Project Evauation Consultant
Ibrahim Smaga Assgant Chief Medicd officer, Kita
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Attachment C. Evaluation Assessment M ethodology and Preiminary Results

The mid-term field evaluation took place between December 12" and 22" 2004. The
consultant and Plan Child Survival Coordinator met with the Plan Director of Programs
and the national Coordinator for Child Survival in Bamako on the 13", They also met
with the USAID hedth officer very briefly and traveled to Kitathat day. The fied
evaluation took place between the 14™" — 21% of December at the project sitesin the Kita
digtrict.

On December 14" the consultant and CS Coordinator met with the rest of the evaluation
team. The team, as noted in Attachment B, was composed of a broad array of
gakeholders indluding individuas from the project team (Plan and local NGO
(ARAFD/C) g&ff, Plan regiond, nationd and internationd offices, the Kayes Regiond
and Kita Digtrict MOH, the FELASCOM (ASACO nationd organization), and the Kita
Ministry of Socia Development. The team met between December 147 — 20" & Plan's
regiona Program Unit office in Kita. Thefirst two days were spent listening to a briefing
by project saff of the project’ s achievements and issues, discussing key project questions
and concerns, small group preparation of fied vist questionnaires, organizing the group
into teams and sdecting Sites to be vidted. On the third day, the team finalized the
questionnaires and field tested them at anon-project site.

On December 16, 171" and 18", the eval uation team was split into three groups and each
visited one CSCom and at least one associated village each day. A totd of 6 health Areas
were visted. The teams met with and interviewed: the staff of the CSCom, the ASACO
members, the village Hedth Committee members, women's groups, the Relays and
Animators. Afterwards the vigting teams conducted home vidts and interviewed some of
the village members. After each visit the individua teams met and outlined strengths,
weeknesses and preliminary recommendations regarding the sites they had visited.

On December 19" the evaluation team met and reviewed the preliminary findings from
each group. These were discussed and then compiled into a summary of results
document. During this period and on December 18" and 19™" the Consultant conducted
individud interviews with project saff, partners, the animators, the MOH representatives,
Felascom director and Chief of the Socia Development Minidtry.

The consultant conducted a preliminary debriefing with the CS Project staff on the

morning of the 20" and then traveled to Bamako in the afternoon. She met with and
debriefed the Plan Country Director on December 21% and returned to the US on the 22"
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Attachment D.

List of Contacts

Kasmir Y oumbi
Aguibou Coulibay
Joachim Segurado
Alassane Cisse

Elie Coulibay

Issa Traore
Soulemane Bagayoko
Abdoulaya Diakite
Soriba Diarra
SitaSidibe
Mamadou Seck
Dian Namory Sidibe
Bourema Y anogue
Bemba Doumbia
Seydou Diabate
Ibrahima Diakite
Mamadou Keita

Ibrahim Smaga

Plan Program Support Manager

Pan nationd Child Surviva Coordinator
Plan Country Director

Pan Program Unit Manager, Kita

CSP M&E Assgtant

Digtrict Chief Medicd Officer, Kita
Coordinator of CSP

Chief of Minigtry of Socid Devel opment
President of the FELASCOM

CSP Traning Assgant

Information Systems manager

Hesdlth Coordinator, Plan Banamba
Zone Chief, Plan Kita

Zone Chief, Plan Kita

Hedlth Coordinator, Plan Kangaba

NGO Coordinator ARAFD-C Kita

Kayes Regiond Hedth Officer for Child Surviva

Assigtant Chief Medicd officer, Kita
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Attachment F Results of thethird LOAS survey (JUNE 2004)

Plan

Elie COULIBALY, CSP Monitori ng and Evaluation Assi stant CSP
Dr Sita SI D BE, CSP Trai ni ng Assi st ant
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I- INTRODUCTION

The third Plan Kita-Koura Child Survival Project LQAS survey was
conducted from June 20 t hrough 25 2004, and heal t h and social services
per sonnel and ASACOs were closely involved in this survey techni que.
Through this exercise, the project staff begins to undertake the process
of transferring conpet encies with the active participation of the first
benef iciari es and st akeholder s of t he project.

The survey was carried out infive (5) days.

Results obtained from this survey provided us wth quite reveal ing
indications that we will now illustrate in this report. The results will
certainly be useful for us as indicators monitoring the project for this
year, and they will al so enable us to draw up an action plan taking into
account the areas that are consider ed t o showweaknesses.

The survey showed us that mothers’ behavior in the management of
childhood illness had changed significant ly.

Results for this survey have proved that the rate of coverage of
immunization has clearly progressed (69.54% of fully vaccinated children
as opposed t 0 50% in t he November 2003 survey.)

Concerning care for mothers, there has been quite interesting progress
(during the | ast pregnancy, 79.61 % of women had taken iron and f olic
acid in June 2004, as against 76.32%in November 2003)

Wonmen’ s behaviour relating to ANC (Ante-Nat al Consultation) improved,
showing a rate of 55.92 % in June 2004, as conpared with a yearly
objective of 40%.

The rate of women's immunization coverage has improved by 890 %
bet ween Novenmber 2003 and June 2004,

With relation to women taking vitamin A in the 40 days immediately
followng childoirth, the result of 40.13% has exceeded the annual
objective of 35%.
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The results of this June 2004 LQAS survey enabled us to identify the
zones With problems, or the priority zones for which we are making
suggest ions and r ecommendat ions.

Maint ain and reinf orce vaccination at a nont hly rate i n advanced
strategy in all heal th areas and outreach posts, wthimplication of
traditional birth attendants in this outreach strategy for ANC and
PNC and/or monitoring heal thy chil dren.

Decentralize the strategy for digributing vitamin Ain all health area
villages with close invol vement of community health rel ay workers
in t he process.

Enter all the times vitamin A is taken in a CSCom register, and in
t he not ebooks of t he community level rel ay workers.

Enphasize communication for behavior change, targeting mothers
so that they will adopt behaviors favorable to their heal th and t hat
of their children

Follow up implementation of micro-plans and HS in the child
survival project zones.

Enphasize support for village health committees and community
healthrelay workers in anal ysis and interpretati on of data col | ected
each nont h.

A. OBJECTIVES OF THE SURVEY

. Conmpare the level of evolution of indicators to the results of the
Novenmber 2003 survey andto t he project’ s thirdyear obj ecti ves.

. List the priority zones by health area i n order to undertake necessary
corrective action.

METHODOL OGY

1. Sampling:

The survey target concerned mothers with children aged from O through
23 nont hs, who lived in the project intervention zones for at least 6
mont hs. This survey population was selected through two parallel
samples: mothers with children aged from 12 through 23 nont hs, and
t hose with childrenaged O t hr ough 11 nont hs

We put various questions to the mothers concerning t he main areas of
t he child survival pr oject.
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For each of the groups of women, a sample of a maximum of 19 subjects
was selected at random in each of the 8 health areas i nthe zone cover ed
by t he project, givingatotal of 303 women.

The number of subjects for the survey in each village was chosen as
fol | ovs:

- Calculat e t he accumulat ed population of the villages in t he super vi sed
area (heal th zone)

- Alig of all the households was dr awn up by t he project team.

- The first household to be surveyed was selected at random, using a
t able of random numbers, from the lig of households.

- From thi s household, worren t o be questioned were sought out in the
households at a rate of one woman per household, and selecting the
near est house.

- If thereis more t han one woman in t he household who fits the target
criteria, adraw is made anong t he names of all of those in t he household,
and t he select ed name isretai ned for the sample.

The size of the sample varies according to the number of available
responses from 303 to 143 and according to whether or not the two
gr oups of women are part of t he denominator.

2. Analysis (or tabul ati on) of data
The t able of analysis for each heal th area was used by t he survey team to
make analysi s of the data: the whole oper ation was conduct ed manually.

3. Data analysis.
We conduct ed dat a analysis from t he summary t able and t he t able of the
«rul e of decisions».

[I- RESULTS OF THE SURVEY

- The current level of indicat ors measur ed.
. Average cover of indicatorsin Kitaproject interventionzones, June 04.



Level of theindicator ineac
group of women

Si ze of sample

Aver age Cover , by
Perc ent age

0-11 12-23 |Together |0- |12- |Total|0-11 |12-23 |[Total
11 |23
Chi | dren havi ng a vacci nati on card. - 137 137 - |151 (151 |- 90.72 [90.7
2
Ful 'y vacci nat ed chi | dren - 105 - |151 (151 69.53 169.5
105 3
Women having a consul tation card/ bookl et 129 15 |0 152 (84.86 84.8
- 129 2 - 6
Women having completed at | east three 85 |- 15 |0 152 (55.92 55.9
ante-nata visits. 85 2 2
Women havingtakenironfolic acid during 121 - 121 15[ 0 |152 | 79.60 - 79.6
the | ast pregnancy 2 0
Women having taken chl oroquine duringthe| 125 0 125 15( 0 | 152 | 82.23 - 82.2
| ast pregnancy 2 3
Women having recei ved t wo doses of nore 120 0 120 15| 0 |[152(78.94 - 78.9
of ATV 2 4
Women havinggivenbirthinaheal th center 80 0 80 15[ 0 |152|52.63 - 52.6
2 3
Women having been assi sted by a trai ned 99 0 99 15[ 0 |152|65.13 - 65. 1
heal th worker in childbirth 2 3
Wonmen havingtakenVitamin Ain the 40 61 0 61 15[ 0 | 152 | 40.13 - 40.1
days fol l owng chil dbirth 2 3
Wom en possessi ng a bednet 34 58 92 15(151|303 | 22.36| 38.41 (30.3
2 6
Child havi ng sl ept under an i npr egnat ed 30 38 68 15(151|303 | 19.73| 25.16 (22.4
bednet . 2 4
Women knowing 2 signs indicatingthat the 45 138 183 50(152| 202 90 90. 78 (90.5
child needs care 9
S ck chi I dren havi ng recei ved at | east the 98 98 143 (143 | 68,53 - 68, 5
sane quantity or nore than usual to drink 3
S ck chi | dren havi ng recei ved at | east the - 72 72 - [143(143 | 50.34 - 50. 3
sane quant ity or more t han usual to eat 4
Women knowi ng howto describ e the - 54 54 - [70 | 70 | 77.14 - 77,1
preparation of CRS. 4

Table no. 1 denotes the current situationof indicatorsinthetwo target
group selected for the survey: (Women withchildrenaged0-11 nont hs

and women wi th chil dren aged 12-23 nont hs)

Analysisof thistabl e providesinterestinginformation on:

immunizat ion cover age of children under t he age of 24 nont hs
use of health services by mothers to preservetheir health status

and that of their children.

t he inpact of communication activities for behavior change (BCC)

onmothers’ attitudes and behavior.
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- Use of impregnat ed bednet s in our communities, particuarly for

children under t he age of 5 years and for pregnant women.

Resultsinthistableleadtothe fol | owing deduct ions:
- use by children of impregnat ed bednet s appear s t o be t he indicat or
with the weakest response level inthi s survey (22,45% of children sl ept
under an insecticide-t reat ed bednet t he previous night).
- Women’ s conservation of immunization cards and t hei r know edge of
childhood illnesses seem t 0 be t he indicat or s wi th t he hi ghest scores:

90.72 %for thefirst, and 90.59% f or t he second

B- Evolution of the indicators inrelationtothe baseline st udy

and t he November 2003 LQAS survey
Table N°2: Level of evolution of the indicators inthe eight (8) first
project intervention zones in Kita, June 2004

Indicat ors Baseline | 3 year 3 year level | 3 year level -
level - |level - % - % %
% November June 2004

2003

Childr en having a immunization | 49 65 86.84 90.73

card

Fully v accinat ed childr en 51 65 50.00 69.54

Women with an ANC 14 40 83.55 84.87

car d/ booklet

Wonen having complet ed at 14 40 53.02 95.92

least 3 ANCvisits

Wonen having t aken iron+f olic | 65 75 76.32 79.61

acid during t he last pregnancy

Woren having t aken 55 70 83.78 82.23

! Basic KPC %ageis fixed at 51% of fully vaccinated children from 12 through 23 months (53 children
vaccinated out of 104 holding a card, as compared with atotal of 212 surveyed children). This calculation
excluded children not holding a vaccination card from the ssmple. We have therefore adjusted the
indicator by relating it to the overall number of surveyed children (53/212 =25%) in accordance with
general practice and methodology applied in the LQAS framework).
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chlor oquine during t he last
pr egnancy

Wormren having r eceived at
least 2 doses of ATV

24.1

40

71.05

78.95

Wonmen having been assi sted
by atrained healthworker in
childbirth

68.6

75

68.24

65.13

Wonen having t aken Vitamin A
in t he 40 days fol | ow ng
childbirth

35

40.56

40.13

Child having slept under an
insect icide-tr eat ed bednet .

3.9

30

17.67

22.45

Wonmen knowing 2 signs
indicat ing t hat t he child needs
care

35.3

50

87.75

90.59

Sick childr en having r eceived at
least t he same quantity or
mor e t han usual to drink

26.6

50

66.52

68.53

Sick childr en having r eceived at
least t he same quantity or
mo r e t han usual to eat

21

50

44 .04

50.34

Wonmen knowing howt o
describe t he prepar at ion of
ORS.

49

50

58.75

77.14

C. Graphs illustrating the results in comparison with the

monitoring indicators
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Existence child. vacc  Fully vaccinated Women with Women 3 ANCs
card children consultation card

objective Yr3
result Nov 03
Oresult June 04
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3 ANC visits Iron + folic acid Chloroquine taken  Two doses of

taken ATV

Objective Yr 3
Result Nov 03
O Result June 04
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Vit A 40 days after Children having slept Women knowing 2
giving birth under ITM bednet. signs of illness
requiring treatment

@ Objective YR 3
Result Nov 03
O Result June 04

5
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0=
Sick child +drink Sick Child + eat Women knowing
SRO description

@ Objective Yr 3
Result Nov 03
O Result June 04
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Table no. 2 highlights the extent of evolution of indicators between the
surveys of November 2003, June 2004 and t he baseline study, and t hese
results are compared to the objective set for the third year of the
pr oject .

We note a significant improvement in the level of indicators compared
withtheresult s of the Novenber 2003 LQAS survey.

The evolution is very significant for indicators of behavior and
practices (Wonen having had at least three postnatal
consultations, wonmen having received at least two doses of ATV,
and wonmen having t aken vitamin A)

The rate of possession of vaccination cards by children aged from
12 through 23 nonths is an indicator with a good score. The
objective set for year three of the project has been decisivdy
exceeded.

For the indicat or measuring t he behavior of a mother faced with a
child suffering from diarrhea, the objective set for year Il of the
project has been clearly attai ned.

The objective set has been attained or exceeded in 11 cases out of
14

For three sentry indicators, the objectives set have not been
attained; results of these indicators are characterized by pockets
where they have become a priority and they call for particul ar
attention: (Wonen having been assisted during childoirth, children
having slept under impregnated bednets and sick children having
been given at least as much as usual to eat.)

For five (5 indicators (women having taken chloroquine during
t heir last pregnancy, women having been assisted inchildbirth by a
health worker, women having taken vitamin A in the 40 days
folowng childbirth, sick children having received at | east as much
as usual to eat, sick children having received at | east as much as
usual to drink) the level of indicators has fallen between November
2003 and June 2004.

C- Identification of priorities

1 -Priorities noted for women with children aged from 0O
t hrough 11 mont hs
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Table N°3: Identification of prioritiesaccordingtoresultsof the LQAS3
survey intheintervention zones of t he Plan Mali, Kita PUCSP in June
2004

Indicators BOUG [DIDJAN|FLD

\Women, having a consultation
card/book et

\Women having received two or
moredosesof ATV

\Women, having completed at least
three ante-natal consultations

\Women having taken iron + folic
acid during thelast pregnancy

Women having taken chloroquine
during thelast pregnancy

\Women having given birthina
health center

\Women having been assisted by a
trained health worker during
childbirth

\Women having taken vitamin A in
the 40 days after childbirth

\Women possessing a bednet

Children 0-11 months, having sept
under an impregnated bednet
\Women knowing two signsthat the

child needs care at homeor
elsewhere

Children having presented
symptoms of illnessduring the
previous two weeks

Sick children having received at
least the same amount asusual, or
more, todrink.

Sick children, having received at
least the same amount asusual, or
moreto eat.

\Women, having heard of ORS

\Women, knowing how to describe
ORS preparation

Key:
Not Applicable

priority N A :
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priority

Tableau No. 3 below presents the success registered in each health area
in t he project intervention zone.

We not e here that there has been clear progress at the level of indicators
in each heal th area.

All the areas surveyed have made real progress, the pockets showng
priority needs or the areas of concern have been consider ably reduced in
the interval s between the three surveys: in March 2003, there were 29
priority pockets, in November 2003: 12 pockets, and the current survey
in June 2004 shows 6 pocket s.

We not e t hat every heal th area has made a great leap f orward bet ween

t he November 2003 survey and t he June 2004 one (for example t he
Djidian area had 4 priority zones in Novenber 2004, against only 1 in the
June 2004 survey, and Sandianbougou registered4 priorities compared
withO t histime)

The areas of Makandianbougou, Sébékoro, Sandianbougou, maintained
t heir level of performance (no red square either in the November 2003
survey or that of June 2004).

Qut of a total of sixteen (16) sentry indicators targeted by t he survey,
four (4) present priority areas.

2 Prioritiesnotedamong women withchildrenagedfroml?2
t hrough 23 nmont hs

Table N°4: Identification of priorities in accordance with results of the Plan Mali, Kita PU
third LQAS survey, in June 2004

Indi cators KAS |SEB |SAND

Children having aimmuni zati
card

Ful 'y vacci nated chi | dren

Wbmen possessing a bednet
Children from12 t hr ough 23
mont hs having sl ept under an
imp r egnat ed bednet
Women knowingtwo signs t hat
a child needs treat ment at
home or el sewhere.
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Children of 12-23 mont hs,
having present ed sympt ons of
illness during t he previous t wo
weeks

Sick childrenfrom12-23
mont hs havingreceived at | east
t he same anount as usual, or
more, todrink.

Sick childrenfrom12-23
mont hs havingrecei ved at | east
t he same anount as usual, or
more, to eat
Women having heard of ORS

Women, knowing howto NA|INA N N A N N NA|l NA
descri be ORS preparation

Key: -1 - N/ A: Not Applicable

From the contents of this table we note that there has been a clear
evolution of the targeted sentry indicat ors between t he LQAS survey of
November 2003 and t hat of June 2004 (only | pocket of priority need in
June 2004 as compared with12 in t he November 2003 survey).

In addition, the table shows that only the Sandianbougou health area
presents a priority zone and for only one indicator «fully vaccinated
children » while the areas of Bougaribaya , Bendougouba, Sebekoro |,
Djidian, Sandianbougou, adl have at least one individual priority during the
November 2003 LQAS survey.

Concer ning t he possession of children’s vaccination cards, while just one
(1) area, Bougaribaya, presented a priority need in November 2003,
during t he present survey, no health area has presented a priority pocket
for thisindicator.

We note that all the areas have made areal effort. Hwever, we still

have to not e that there are differences between t he level s of

performance of the areas (seethe summary table in appendix): d fferent
level s of priority for thevarious efforts tobe made are observed in t he
heal th areas.

The Sandianbougou heal t h area st ands out anong t he ot her heal th areas
because of itsweak level of performance and its scoreisincomplete
contrast w ththetendency el sewhere.



Thisfact callsfor aneffort onour part and shoul d make us particularly
attentive: we nust give it our supervisory attentiontobringthis zoneto
t he same level of performance as t he ot hers.

To sust ain t he success we have not ed pr eviously, we nust be vigilant and
put forththe maximum effort not only t o maintain t his performance, but
alsotoimprovethem.

1. DISCUSSI ON

In this chapter, we will attempt to give elements of answers to some of
our preoccupations, which we consider pertinent in order to attain the
objectives t hat will lead t he child survival to ful |l success.

1. immunization :

The percent age of fully vaccinat ed childrenis of 69.54 % compared wth
an objective of 65%, in our opinion represents a strong performance. The
results for this indicator are striking: (33.55% in March 2003, 50 % in
Novenmber 2003, and 69.54%in June 2004) .

This success is certainly remarkable, but there are certaindifficultiesthat
should be point ed out —anong ot hers t he di stance of the population

from vaccination centers, the proliferationof agricultural hamlets,

i rregul ar conduct of vaccination in outreach strategy, delays in payment

of vaccinators’ sal aries: the example being t hat of t he vaccinator for
Sandianbougou, lack of follow-up of implementation of t he ASACO
members micro-plans int he various heal t h areas surveyed — all of these
are major constraint s which must be count er ed and which call for renoval
as they represent real obst acles t o t he Child Survival Project.

2. The use of impregnat ed bednets

The indicat or concer ning usage of impregnat ed bednets has made clear
progress. It hasgonefrom17.6%in Novenmber 2003t 0 22.45%in June
2004. Thi s can be explained in part by Pan’ s support for free supply of
insecticidetreat ed nets t ot he ASACOs ( Mar ch 2003) and al so by the
promotional sa es of impregnat ed bednets by t he Mini stry of Heal th (June
2003) .

The level of progressionrelatingtothisindi cator i s acceptabl e and
encour aging wi t h a success rat e of 22. 45% t owar ds an objective of 30%.
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In additionto t he combined ef forts concer ning t hese t wo actions, the
recent arrival of INCE-inthecircle (April 2004) placing at the
dispositionof the Healthreferral Genter a stock of 30 000 i mpregnat ed
bednet s t 0 be provided free of charge t o women having att ended a

post nat al consul tati on and t o childr en who have comp let ed immunization
before their first birthday, will certainly contributetoimprove responses
tothisind cator i nthe coming nont hs.

In collaboration with its partners, the Child Survival project will place
particular enphasis on treating bednets and ot her supports in the next
nmont hs to improve this activity, which until now has remained a weak link
in t he policy of preventive malariacontrol .

1- Communication activities tochange mothers’ behavior:

Withregardto mothers’ attitudestogivingmore foodthan usual to a sick
child, the indicator has shown a zigzag developnment: (43.72% in
March2003;44.04%November 2003, and 42.17%in June 2004) ,
Thisindicator should attract our attention nost of all, because not only
t he objective for the third year (50%) has not been att ained, but al so,
and in particular, thelevel of performance for thisindi cator hasfallen
bet ween November 2003 and June 2004.
We ar e encour aging t he or ganizers and chiefs of medical posts to place a
particular enphasis on communication activities for Behavior Change in
this respect, and also call on greater ASACO involvement in social
mobilization activitiesintheir respective heal th areas.

4. Concerning administration of Vitamin A:
From November 2003 to June 2004, the level of indicator relating to
administration of Vitamin At o wonen in t he 40 days following childbirth
has fallen — t he level passing from 40.56% in November 2003t 0 40.13%
in June 2004.
To improve the tendency, we must have the unwavering support of the
chiefs of medical centers and all the CSCom staff on one hand, and on t he
other hand that of the Child Survival project through the organizers
representing it for thisactivity at community levd.
Imp lication of the community health relay workersis veryimportant inthe
strategy for Vitamin A disgribution t o post-partumwonmen and t o children
aged from 6 t hrough 59 nont hs
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We are not loosing sight of the efforts made by those in charge of the
Referral Health Center in bringing the rate of average coverage for this
indicator from8.55%in March 2003 to0 40.56%in Novenber 2003

In addition, although the level of performance certainly fell between
Novenmber 2003 and June 2004, it has to be recognized that the
objective for year three (35%) has clearly been attained.

V. CONCLUSION AND RECOMMENDAT IONS

On presenting the results of this third LOAS survey, we note clear
improvement in the monitoring indictors, each heal th area having shown
red improvement.

The objectives set for year three (3) have been met for 12 indicat ors out
of 14 with significant increases in maternal protection (ante-natal
consultations, administration of ironand folic acid) and for the protection
of infants (vaccination, usage of insecticide treat ed bednets) .

The results of this survey give essentia informati on.

The questionnaire administered to mothers of children aged from 12
t hrough 23 nont hs shows that out of the eight areas surveyed, only the
heal th area of Sandianbougou has a priority need pocket and that is for
only one indicator “ful | y vacci nat ed chi | dren while five (5) areas present ed
at least one priority pocket: Sandianbougou, Djidian, Bougaribaya,
Sebekor o, Bendougouba in November 2003

In addition, it appears from analysis of the questionnaire addressed to
mothers with children aged from O through 11 nonths that the areas of
Sandianbougou, Sebekoro, Makandianbougou maintained the same
performance, from the November 2003 survey through that of June
2004 and t hat t hey have present ed no deficit for t he 16 indicat ors.

During the same period, priority zones have been indicat ed in the ot her:
Fladougou-Maréna 1, Didian 1, Kassaro 1 as compared with 3 in
November 2003, Bendougouba 1 compared wth 3, Bougaribaya 2
compared with4

With regard to child immunization, a clear improvement is noted in the
situation, and the number of fully vaccinated children has passed from
50%to069.54%fromNovember 2003 t hr ough June 2004

We have obt ained thisresult thanks tothe joint efforts of the CSRE- and
Plan, which have set up outreach vaccination posts in zones whose access
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poses a problem, and throughout the circle. Theretoo, it isimportant to
recognize the efforts of the decentralised organi zati ons (mayors’ of fi ces,
ASACOs) , which have supported thisinitiativeonavoluntary basis.

Ther e has obviously been consider able progress, but we must not forget
the main aimof the project, namely:

Sust ainable improvement in the health status of children and women of
childbearing age; this is why we nust take into account the priorities
ident ified in analysis of the results of this third survey to ensure normal
cont inuat ion of project activities.

We make t he f ollowing r ecommendat ions:

1- Addressed to the ASACOs

- Greater involvement by ASACOS in drawing up, implementing,
monitoring and evaluating CSCom activities (taken into account by
the micro-plan for implementation of indicators recogni sed during
t hi s survey as being priorities)

- Support the relay workers’' activities in certain areas (such as
digribution of vitamin A and social mobilisgion.)

2- Addressed to the chiefs of health centers

- Maintain nont hly vaccinations as an outreach strategy in all the
health areas and outreach posts, and adding ANC, PNC and
monitoring heal thy children

- Develop a strategy for digribution of Vitamin A (to children and
post partumwomen) in CSComs and in outreach strategy, involving
relay workers at the communityleve

- Undertake routine registration of Vitamin A didribution i n CSCom
support forms and those at the disposal of community relay
workers.

3 -Addressed to the community organi zers

- Reinf orce communication activities for behavi or change by mothers
and by men for the care of sick children.

- Support the CSV and relay workers in analysis and i nterpretation of
t he heal t h dat a collect ed on a nont hly basis

- Give strong support to village health committees in setting up a
village heal t h developnment plan.
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4- Addressedtothe supervisoryteams (Han, ARAFD/ C, CSREF, SDSES) :
- Undertake regular integrated supervison in the child survival
pr oject and vaccination zones and out r each post s.
- Monitor implementation of micro-plans and the HS (Health
Inf ormati on System) in GildSurvival Project zones.

We believe that LQAS should be more widely used by heal th and social
developnent services because it is not only quick and easy but also
inexpensive in comparison with other survey techniques such as KPC
(knowedge, practice, coverage.)

It dso dlons for identification of zones wth strong performance and
t hose with weak performance, which enables us to be more effective and
efficiet inimplementing our actions.

We have therefore taken the decison to transfer the next LQAS surveys
(the project’s fourth year surveys) to the Health Referral Genter in order
toprepareit for continuity of thisactivity after withdrawal of t he project.
The results obtai ned during this survey could be used to assist the mid-
term evaluation, whichis programmed f or Decenmber 2004.
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Appendix 1
TABLE SUMMARIZING INDICATORS BY HEALTH AREA IN KITA (LQAS 12-23 MONTHS)
: LQAS3JUNE 04
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N° || ndicators BEND [BOUG [DIDJAN [FLD [MAK |KAS [SEB  [SAND [Total |Average |Objectives
coverage [Yr3
13Children, having a
vaccination card
Number of correct replies 18 19 19 14 13 18 19 19 137 90.73 95.00
Sze 19 19 19 19 19 19 19 19 151
Decison rule 16 16 16 14 16 16 16 1§
}3* Fully vaccinated children
Number of correct replies 16 17 16 13 9 12 1 105 69.54 60.00
Sze 19 19 19 1§ 19 19 1 151
Decision rule 9 9 9 9 9 9
19Women possessing a bednet
Number of correct replies 9 13 10 12 9 3 4 4 58 38.41 25.00
Size 19 19 19 18 19 19 19 19 151
Decision rule 2 2 2 2 2 2 2 2
15* |Child aged 12-23 months,
having dept under an
impregnated bednet
Number of correct replies 4 6 9 1d 2 3 2 2 38 25.17, 20.00
Sze 19 19 19 14 19 19 19 19 151
Decisionrule 1 1 1 1 1 1 1 1
18Women knowing at least two
signsthat child needs care at
homeor elsawhere
Number of correct replies 15 19 18 13 19 19 19 14 139 91.39 45.00
Size 19 19 19 18 19 19 19 19 151
Decision rule 6 6 6 6 6 6 6 6

19

Children 12-23 having
presented symptoms of illness
during previous two weeks
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Number of correct replies 17 13 10 13 13 15 15 13 114
Sze 19 19 19 14 19 19 19 19 151
Decisionrule

75.50
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TABLE SUMMARIZING INDICATORS BY HEALTH AREA IN KITA (LQAS 12-23 MONTHS) Continued
LQAS June 2004

I ndicators

BEND [BOUG |DIDJAN

FLD

MAK

KAS

SEB

SAND

Total

Average
Coverage

Project
Objectives
Yr3

20

Sick children from 12-23
months having received at
least the same amount as
usual, or more, todrink

Number of correct replies

15 13

11

14

14

14

11

Sze

17 13

19

18

19

19

19

19

143

Decisionrule

(N

68.53

40.00

2]

Sick children from 12-23
months having received at
least the same amount as
usual, or more, to eat

Number of correct replies

10 7

11

Size

17 13

19

Decisionrule

15

72

19

19

19

143

50.35

45.00

22

\Women having heard of ORS

Number of correct replies

19 19

15

18

15

19

15

N/A

120

Sze

19 19

19

18

17

19

15

126

Decisionrule

(N

95.24

40.00

23

Women knowing how to
describe ORS preparation

Number of correct replies

N/A  |N/A

15

N/A

14

11

14

N/A

Sze

19

N/A

17

19

15

7q

Decisionrule

77.14

40.00

24

Well-nourished children

Number of correct replies

N/A  IN/A  |N/A

N/A

N/A

N/A

Size

Decisionrule

85.00
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Attachment G CSHGP Project Data Shest- updated version

Child Survival Grants Program Project Summary
Mid Term Submisson: Jan-31-2005
PLAN Mali

Fidd Contact I nfor mation:

First Name:
Last Name:
Address:

City:

State/Province:

Ceamir

Y oumbi

Rue 98 Badalabougou- Est
Rue 98 Sse Energie Du Mdi
Bamako

Zip/Pogtal Code:

Country
Telephone:
Fax:

E-malil:

Mali
(223) 2230583, 2224040
(223) 2228143

caamir.youmbi @plar+internationa .org

Project Web Site:

Project Information:

Project
Description:

Fan Internationd isimplementing anew five-year Child Surviva project
in partnership with the Mdi Ministry of Hedlth, PDRIK (Projet de
Développement Rurd Intégré de Kita), Action Couverture
Développement (ACD), and locd municipditiesin Kita Didtrict, located
in the southeastern part of Kayes Region, in the republic of Mdi. Kita's
total population in 2001 was estimated at 315,520 people of whom the
project will cover 260,458 people by itsfifth year. Estimated
beneficiariesinclude: 52,091 women of childbearing age, 10,418 infants
ages 0-11 months, and 36,464 children ages 1-4 years. Plan has been
working in Kita Digtrict snce October 1994, carrying out integrated
hedlth and hygiene, reproductive health, education, water and sanitation,
environment, and micro-credit activities. It has been working with the
local NGO partner, which has extensve experience in training and
delivery of health messages. Hedlth indicators for Kayes Region and Kita
Didrict lag behind those of Mdi as awhole. According to the 1996 DHS,
infant mortality in Kayes was 135/1000 and under-five mortdity was

IEO/I1NNN ThA mainar Anlicne AfF AAarth AfF AhilAvrAn Tn W Arse e Al ArA
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maaria, ARI, diarrhea, malnutrition and meedes. Chdlengesto hedth of
women and children include: poor road conditions and long distances to
hedth centers, the insufficient number of first leve hedth centers (only
ten of the currently proposed 46 hedlth centers are functiond), inadequate
qudlity of hedth services provided due to insufficient training of

personnel, and low income and purchasing power of the population,
combined with high user fees of hedth centers. Utilization of hedth
centersis very low (around 8% of the digible population) and traditiona
hedlers are often sought for medical advice before hedlth care providers.
The program gpproach is to help strengthen the existing hedth care
system. This gpproach comprises two srategies. (1) Training and
building the capacity of hedth personnel and supporting community
health committees (ASACOs) in order to increase utilization of health
care services, and (2) Supporting IMCI implementation in CSComs. The
four interventions are: i) Mdaria (35%): Reduction of mortdity and
morbidity associated with malariain children and pregnant women,
through prevention education, promotion of use of impregnated bed nets,
improved treatment of malaria, and prenatal chemo- prophylaxis. ii)
Diarrhea (20%): Reduction of diarrhea-associated mortdity and
morbidity through a) teaching and promoting prevention measuresin the
home, b) strengthening mothers capacity to recognize and provide home
trestment for mild diarrheawith fluid and dietary management, and c)
strengthening mother’ s capacity to identify signs of moderate and severe
diarrhea, know sources of care, take the child for care, and comply with
hedlth provider recommendations. iii) Immunizations (35%): Increased
immunization coverage in the program area for al infants by the end of
thefirgt year of life, and tetanus toxoid (second dose) immunization for
pregnant women, increased meades vaccination (including twice yearly
vitamin A) and prevention of meaedes-caused diarrhea and death. And iv)
Pneumonia (10%): Reduction of pneumonia- associated mortdity through
prompt, appropriate and standardized pneumonia case management, a
sustainable supply of antibiotics at the health centers (CSComs), prompt
recognition by relays of pneumonia signs (fever, fast breathing) and
referral of suspected cases to the nearest hedlth center, and appropriate
mothers care-seeking behavior.

Partners: Mdi Ministry of Health and Action Couverture Developpement (ACD)
Project e . :
L ocation: KitaDidrict, in Kayes Region, Mdi

Grant Funding Information:

USAID Funding:(US $) $1,300,000 PVO match:(US$) $433,333

Target Beneficiaries:

Type Number
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infants (0-11 months):

10,418

12-23 month old children:

10,157

0-59 month old children:

46,882

Women 15-49:

52,091

Estimated Number of Births;

63,105

Beneficiary Residence:

Urban/Peri-Urban % Rural %

10%

90%

General Strategies Planned:
Advocacy on Hedlth Policy
Strengthen Decentrdized Headlth System
Information System Technologies
M & E Assessment Strategies:
KPC Survey
Hedth Facility Assessment
Organizationa Capacity Assessment with Loca Partners
Participatory Rapid Appraisal
Lot Quality Assurance Sampling
Community-based Monitoring Techniques
Participatory Evauation Techniques (for mid-term or find evauation)
Behavior Change & Communication (BCC) Strategies:
Mass Media
Interpersonal Communication
Support Groups
Capacity Building Tar gets Planned:

Non-Govt Other Private
PVO Partners Sector Gowt

Community

USHQ (CS Loca NGO Traditiond Heders Did. Hedth
unit) Networked Group System

CS Project Hedth Fadility
Team Staff

Hedth
CBOs
Other CBOs
CHWs

I nter ventions;

I mmunizations 35 %

** IMCI Integration

** CHW Training

** HF Training

*** pPolio

*** Vitamin A

*** Surveillance

*** Cold Chain Strengthening
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*** Mobilization

Acute Respiratory I nfection 10 %

** IMCI Integration

** CHW Training

** HF Training

*** Pneum. Case Mngmnt.

*** Recognition of ARI Danger Signs

Control of Diarrheal Diseases 20 %

** IMCI Integration

** CHW Training

** HF Training

*** Hand Washing

*** ORS/Home Fluids

*** Feeding/Breastfeeding

*** Care Seeking

Malaria 35 %

** IMCI Integration

** CHW Training

** HF Training

*** Training in MalariaCM

*** Antenatal Prevention Treatment

**% | TN (Bednets)

**% |PT

**%* Community Treatment of Maaria
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Indicator

Numer ator

Denominator

Estimated
Per centage

Confidence
line

Percentage of children age 0-23
months who are underweight (-2 SD
from the median weght-for-age,
according to the WHO/NCHS
reference population)

79

430

18.4

5.5

Percentage of children age 0-23
months who were born at least 24
months after the previous surviving
child

0.0

0.0

Percentage of children age 0-23
months whose births were attended by
killed hedth personnd

99

152

65.1

11.0

Percentage of mothers of children age
0-23 months who received at least two
tetanus toxoid injections before the
birth of their youngest child

120

152

78.9

9.5

Percentage of infants age 0-5 months
who were exclusvely breastfed in the
last 24 hours

10

86

11.6

9.9

Percentage of infants age 6-9 months
receiving breastmilk and
complementary foods

41

9.8

131

Percentage of children age 12-23
months who are fully vaccinated
(agang the five vaccine-preventable
diseases) before the first birthday

105

151

69.5

10.7

Percentage of children age 12-23
months who received a meades
vaccine

104

61.5

135

Percentage of children age 0-23
months who dept under an
insecticide-treated bednet the previous
night (in maaria-risk areas only)

68

303

22.4

6.9

Percentage of mothers who know at
least two signs of childhood illness
that indicate the need for treatment

183

202

90.6

6.0

Percentage of sick children age 0-23
months who received increased fluids
and continued feeding during an
illness in the past two weeks

72

143

50.4

11.9

Percentage of mothers of children age

170

430

39.5

6.8

78



0-23 months who cite at least two
known ways of reducing the risk of
HIV infection

Percentage of mothers of children age
0-23 months who wash their hands
with soap/ash before food preparation,

before feeding children, after 120 430 279 6.3
defecation, and after attending to a
child who has defecated
Comments
TB Indicator

Indicator Numer ator | Denominator ggég?ge
% of new smear pogitive cases who were 0 0 0.0
successfully trested '

79




